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HEAD AND NECK. 

Pyoktanin in Epithelioma of the Lips. By Professor 
Alexander A. IIohroee, (Moscow, Russia.) The author briefly relates 
two cases of epithelioma of the lower lip in peasant men who declined 
any surgical interference and hence were treated by a zemsky practi¬ 
tioner with parenchymatous injections of a 2 per cent, solution of 
blue pyoktanin. In both, the injections induced softening of the 
neoplasm, formation of small abscesses, disintegration and elimina¬ 
tion of nodules, and consecutive shrinking of the tumor with cicatri¬ 
zation. In one of the patients (seen by the author about the termina¬ 
tion of the pyoktanin course), the whole periphery of the ulcer proved 
to have cicatrized, and only two nodules could be detected at some dis¬ 
tance from the side of the lesion. In the other man about yi of the edge 
was found cicatrized, while along the remaining yi of the periphery 
some cancerous nodules were still present. On the whole, the 
author believes that “ there is something in it" which justifies further 
experimentation. [Prof. V. I. Kilzmin, of Moscow tried methyl- 
violet in two inoperable cases, in one of which he had to deal with 
recurrent medullary cancer of the cervical lymphatic glands (devel¬ 
oping in 3 months after the removal of the tongue on account of the 
disease), and in the other with recurrent carcinoma of the hyo-maxil- 
lary triangle and maxillary and parotid regions. In both of the 
cases there was observed partial softening, suppuration and disinte¬ 
gration, but on the whole the morbid process continued to steadily 
spread ever further. The author concluded that the method “has 
no serious value whatever." l’rof. N. V. Sklifosovsky similarly men¬ 
tions two cases of melanotic sarcoma in which the neoplasms contin¬ 
ued to actively grow in spite of the pyoktanin injections. Dr. I. D. 
Sarytchcff also failed to check the progress of malignant disease in 
two cases, both of them being those of women with recurrent cancer. 
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In common with Prof. Sklifosovsky, Dr. Sarytchcff found the injec¬ 
tions caused a vivid pain. In the Provincial Medical Journal, April, 
1892, p. 177, Dr. F. F. Burghard, of London, contributed an instruct¬ 
ive paper on the question, with 8 cases from his practice. Cft. also 
the following papers on the subject in the Supplement of the British 
Medical Journal: Lc Dentil’s and W. Meyer’s, 1891, May 16, p. 
•58; Quenu’s, June 27, p. 204; Von Schlen’s, July 5, p. 30; 
Lodigiani’s, and M. Belloths's, Aug. 22, p. 62; Zielgien’s, Nov. 28, 
p. 174; Ccron’s 1892, March 5, p. 40. An important contribution 
concerning antiseptic properties of pyoktanins, by Prof. Roswell Park, 
may he found in Annals of Surgery, July, 1891, p. 66. Vide also 
Title’s paper, iiisid., August, p. 158.— Reporlei .] Transactions of the 
Moscow Chirurgical Society for /Spr, in the Khiriirgitscheshaia Letopis, 
1892, Vol. II. No. 1, p. 21. 

Valerius Idki.son (Berne). 

ABDOMEN. 

Laparotomy Under Cocaine. By Emory Lampiikar, M. D., 
Pii. D. (Kansas City, Mo.). When admitted the patient was in ex¬ 
tremis —cadaverous, weight less than 80 pounds and at the gate of death 
from starvation. Upon the evening of admission the abdomen 
was carefully scrubbed and shaved and a pad of moist bichloride 
gauze applied. On the following day a gastrostomy under local 
anaesthesia from cocaine was performed. One-half drachm of a 
4 per cent, solution was injected in eight places into the sub¬ 
cutaneous areolar tissue along the proposed line of incision. As 
soon as the analgesic effect was established the usual operation was 
made, and without any pain or even sense of discomfort on the part 
of the patient. The only disagreeable symptom was a slight nausea 
when the left lobe of the liver was turned up to allow the stomach to 
be drawn up into the wound. The operation lasted twenty-two 
minutes. 

How much longer the operation might have been prolonged 
without discomfort to the patient is a question of interest. But as a 
large number of the abdominal operations can be made within twenty 
minutes it is not so important as might at first be supposed. Besides 
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the fact that the primary depressant effect of a general anaesthetic was 
avoided by the use of cocaine, there were two other points of much 
importance in this case, viz.: the absence of. vomiting that nearly 
always follows chloroform or ether, and especially the absence of shock. 
There was a total absence of anything like shock, and if this be found 
to be a general rule an immense gain may be made in sewing up stab 
or even gunshot wounds of the intestine (as well as in other numerous 
abdominal operations), by the use of local instead of general anes¬ 
thesia.— New England Medical Monthly, June, 1892. 

GEN1TO-URINARY ORGANS. 

Operation for Hypospadias by Scrotal Flap. By Prof. A. 
Landerkh, (of Leipzig). L. applies the plan recently set forth by 
Roscnbcrger for relief of epispadias to defects on the under surface of 
the penis. He makes a longitudinal, fresh surface on either side of the 
urethra, continuing this on the scrotum to a length corresponding with 
the hypospadias. The penis is now doubled on the scrotum 
and closely sewn to it along the denuded lines. When union is com¬ 
plete the scrotal flap is dissected up, thus forming the floor of the 
urethra. The skin edges are then united in the median line. L. 
advises that the second stage be delayed until the expiration of six to 
eight weeks. Silver sutures can be employed in bringing the scrotal 
edges together, grafting may be resorted to if necessary. We arc left 
in doubt as to whether or not there will be a troublesome growth of 
hair in the urethra. 

For illustrations see original.— Deutsche Zeitschrift fiir Chirurgie, 
lid. 32, s. 591. 

Ciiaki.es A. Powers (New York). 

Litholapaxy in Children, l!y Dr. L. P. Ai.exandkow (of 
Moscow). A. has performed this operation 32 times on children of 
from 1 to 14 years with five deaths, three occurring as direct result 
of the procedure. He would employ it in all cases in which the 
urethra has a calibre of 14 Eng. and the stone a diameter not exceed¬ 
ing 2.0 to 2.5 cm. When these conditions are wanting he would 
resort to sectio aha.— Deutsche Zeit.fiir Chir., lid. 32, s. 525. 

Charles A. Powers (New York). 
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Traumatic Perineo-Rectal Fistula. By Dr. A. K. Vai.k 
(Smorgon, Russia). The writer records ail interesting case of the 
kind, ending in a spontaneous recovery. A peasant-girl of 14, while 
coining down from a nut tree, struck against a dead bough, which 
penetrated deep into her perineum, causing agonizing pain. With 
great difficulty she managed to disentangle herself, the withdrawal of 
the foreign body being immediately followed by a profuse hemor¬ 
rhage and, on the next day, by escape of gases and faical matter from 
the wound. On examination four days later, the author found a 
gaping vertical wound, three centimetres long, running from the 
sphincter along the raphe and higher up deviating to the right to 
involve the posterior third of the right major labium. A similarly 
vertical wound was present on the anterior wall of the rectum, it was 
large enough to admit a forefinger and proved to be communicating 
with the perineal laceration, the sphincter ani, vulva and hymen 
remained intact. The patient's parents refusing any operative aid, 
the treatment was of necessity limited to such measures as absolute 
rest, initial dose of a purgative, restricted diet (milk with bread), 
internal administration of opium, enemata every fourth day, and 
daily washing out and disinfecting the wound. On the twenty-sixth 
day of the treatment the rectal fistula perfectly healed. On the 
thirty-first the girl was discharged with a shallow soundly granulating 
surface at the site of the perineal wound, measuring about 0.5 centi¬ 
meter in length .—Mcditzinskoie Obozreriic, No. 2, 1892, p. 1:9. 

Valerius Ioklson (Berne.) 

ABSCESSES AND TUMORS. 

Treatment of Spinal and other Tubercular Abscesses. 
By Frederick Treves, F. R. C. S. (London). An incision is made 
into the abscess at the most convenient spot, and wherever possible at 
the most dependent point. It should be so placed as to command all 
parts of the abscess, and to allow of access to sound skin. The 
pus is allowed to escape and the abscess cavity is then washed out with 
a hot solution of corrosive sublimate of the strength of 1 in 5000. 
For this purpose a Leiters irrigator of the largest size, and suspended 
at a height of twelve feet is convenient. Many gallons of the solu- 
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tion are required. When the fluid returns clear the fingers are intro¬ 
duced into the cavity, and the caseous semi-solid matter which exists 
in such quantity in these abscesses, and which is not wholly removed 
by (lushing can be dislodged, lly means of the fingers also septa in 
the cavity may be broken down, diverticula may be opened up, and 
by the aid of the finger-nails a considerable quantity of the smooth, 
slimy lining membrane of the abscess may be removed. Repeatedly 
the cavity is flushed out with the warm solution. The liiviig wall of 
the abscess is now carefully and thoroughly scraped with a Volkmann’s 
spoon until the whole surface has been laid bare, livery once in a 
while all the debris is flushed away. After the scraping and flushing 
have removed all signs of the lining membrane, comes the most im¬ 
port tnt part of the operation—the rubbing of the abscess wall with 
sponges and the thoroughly drying of the cavity. By means of sponges 
on holders the whole of the abscess wall is thoroughly rubbed, and it 
is surprising what a quantity of inflammatory material in the form of 
the slimy lining membrane, and even cheesy pus, comes away upon 
these sponges. The sponging process is tedious but it leaves the cavity 
practically dry. The abscess cavity is now a raw space almost com¬ 
parable to that which would be left after the removal of a large and 
adherent tumor. The oozing of blood, which is at first considerable, 
soon ceases, and the last sponge should be withdrawn practically un¬ 
soiled. The incision is then completely closed with silk-worm gut 
sutures. No antiseptic is introduced into the abscess cavity and, of 
course, no drainage is employed. As 'far as possible the abscess in 
obliterated by properly placed pads. An abscess which has become 
thoroughly septic may be treated in the same manner. 

In spinal abscesses certain difficulties arise, the chief of which 
depend upon obstacles in the way of the complete evacuation of the ab¬ 
scess and the complete removal of its lining membrane. The depth of 
the cavity, its great length, and its position within the abdomen (assum¬ 
ing it to have followed the psoas muscle) place difficulties in the way. 
In case of recurrence of the abscess after it has been thoroughly dealt 
with by this method, the cavity should be injected with a solution of 
iodoform if it is so placed that aspiration may be safely performed. 
—London Lancet, May 2t, 1892. 

Samukl Lloyd (New York). 
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Treatment of Inoperable Malignant New Growths by 
Pyoktanin. lly Prof. 1’etr I. Diakonoff (Moscow, Russia). The 
author details three interesting cases, one of which is that of a peasant 
man of 59, with recurrent cancer of the right zygomatic bone and lower 
edge of the adjacent orbit. The new growth measured 5x5 centimetres, 
and was immovable and dense, its centre being occupied by an easily 
bleeding ulcer, rising nearly one centimetre above the surface and dis¬ 
charging a muco-purulcnt matter. The nose was cedematous, while 
the soft tissues below the tumor were infiltrated sufficiently densely to 
interfere with opening the mouth. During the period of June 8th to 
Aug. 28th, there were given 18 injections of an aqueous solution of 
methyl-violet. The strength being gradually increased from 1 to 1000, 
to 1 to 300. The quantity of the fluid at a sitting varied from 1 to 4 
grammes, the solution, being injected both into the ulcer’s base and 
along its periphery. The discharge at first increased, but later on, 
after a few injections, considerably lessened. After a second sitting 
the tumor began to gradually decrease in size, after a third, opening 
the mouth became freer, and nasal oedema disappeared. The patient 
(who was compelled to interrupt the treatment on account of some 
urgent family affairs) left the hospital on the 8zd day since the first in¬ 
jection when the following changes could be registered. The ulcer had 
become quite clean and ceased to bleed and protrude, while there set 
in a sound cicatrization along its whole periphery; the infiltration of 
the cheek and lips disappeared, opening the mouth became quite free, 
and the patient’s general state improved. A second patient was a 
badly nourished and sickly woman of 41, with a very hard cancer of the 
right breast, involving the whole organ. The skin was universally 
adherent and traversed with frequently and profusely bleeding ulcers. 
There were present, further, numerous nodes and nodules in the left 
mamma, as well as over the sternum and ribs, and a considerable infil¬ 
tration of the axillary and supraclavicular glands on both sides. The 
patient was suffering greatly from inccsscnt pain (which did not yield 
to morphine or any other narcotics), obstinate sleeplessness, 
anorexia aid great prostration. At first a 1 in 500, later on a 1 in 
300, solution of pyoktanin was employed, the dose injected at a 
stance varying from 1 to 6 grammes, and the injections being repeated 
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twice a week. Only the mammary tumors were treated in this way (all 
the remaining were left alone). In all 52 injections were given in the 
course of six months (up to the date of the communication.) After two 
stances hemorrhage ceased and never recurred , after a 3d the sternal 
tumor markedly diminished, while shortly afterwards pain totally sub¬ 
sided, and the cutaneous nodules, mammary tumors and glandular infil- 
ration commenced to steadily decrease. The ulcers partly healed 
partly became covered with crusts. The patient’s sleep, appetite and 
general strength markedly improved. Some relapses occurred from 
time to time, but the right mammary tumor still continued to 
decrease, though rather slowly, up to the publication of the paper. 
The third patient, a woman, aged 58, had a recurrent fibrochondro- 
sarcomaof the right parotid, involving the massetcr, mastoid process, 
and suprahyoid region, and accompanied by oedema of the surround¬ 
ing soft parts, auricle, facial paralysis, absolute deafness on the 
affected side, salivation, sensation of foreign body in the pharynx, etc. 
Exactly the same treatment was adopted as in the preceding case, the 
total number of injections, made during the period of Aug. 15th to 
Nov. 6th, amounting to 23.' The parotid tumor markedly decreased, 
oedema of the face and car disappeared, salivation and the sensa¬ 
tion about the pharynx diminished, the hearing power of the right ear 
markedly improved. The patient’s general condition, however, 
continued to grow worse, and she ultimately died from a metastasis 
into the liver. Analyzing his cases and reviewing the international 
literature on the subject, Dr. Diakonoff comes to the conclusion that 
1. blue pyoktanin actually possesses a power of destroying malignant 
new growths, though its action is not energetic. As l’rof. Mosetig 
Moorhof has pointed out, the drug’s modus agc>ufi consists in inducing 
fatty degeneration of the neoplasms, the products being partly 
absorbed, partly forming pus, etc. 3. Contrary to the statements 
by Quinn and A. Williams (of St. Louis), methyl-violet is very diffus¬ 
ible. 4. The injections do not give rise to any pain beyond that from 
puncture. 5. The remedy is harmless. 6. The method is indicated 
solely in inoperable cases of malignant new growths.— KAiriirgi/che- 
skiiia Letopis, 1892 Vol. II, No. 1, p. 3. 


Valerius Ikelson (Berne). 
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Suppuration. By G. H. Roger. Suppuration can be pro¬ 
duced either by one of the numerous microbes, whose principal but 
exclusive quality is pyogenic, or by other agents more virulent, but 
still accidentally acquiring this quality, or by simple saprophytes. 
Apparently, the results of recent experimentation go to prove that it 
may be produced by most of the well known microbes. 

Graevitz and Bary have done the best work in determining 
whether pus can or cannot be produced by the introduction of aseptic 
substances into the body without the presence of bacteria. They 
have proved that in rabbits suppuration without microbes cannot be 
induced, while in dogs a solution of nitrate of silver or concentrated 
ammonia will cause abscess. But the most marked result was ob¬ 
tained by the use of tercbinthinc. This substance and mercury are 
strongly pyogenic for dogs, while for some other animals (rabbits, etc.) 
they are simply phylogenic. 

In his normal condition man is not a very favorable medium for 
pyogenic microbes ; for their development the resistance of the tissues 
must be lessened either in consequence of a traumatism or local,altera¬ 
tion, or the general health must be impaired in some way. It is for¬ 
tunate this is so, since pyogenic microbes arc everywhere about us. 
They are constantly found in the skin, in the mouth and intestines, 
and while harmless generally, expose us to constant danger. In the 
courcof infectious diseases suppurations often occur and always in 
localities previously attacked by these microbes. This explains the 
secondary suppurations in different skin diseases, and in consumption 
the destruction of the lung allows the pyogenic microbes to add their 
action to that of Koch’s baccillus, so that at the same time the patient 
may be pyohcmical as well as phthisical. In wounds of the skin and 
sores it is almost impossible to prevent their appearance. In the 
secretions of wounds where there has been perfect union and no sup¬ 
puration Bloch has often found pyogenic agents. 

All these facts prove that it is a great mistake to believe that a 
pathogenic microbe introduced into an organism causes disease and 
always the same disease. That such a result should follow there must 
be an organic consent and the clinical character will depend less on 
the invader than on the subject invaded. 
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Gangrene has the same microbic agents as suppuration, the 
clinical difference is due to the patient. Suppuration is therefore a 
morbid process which develops oftencst when the organism has no 
strength to resist the pyogenic agents which everywhereattack it. The 
causes favoring it are of two kinds, a local alteration or general modi¬ 
fication of the organisms. It is produced in all cases by a reaction 
of the organism, diapedesis and karykinosis, against certain irritating 
substances whether they be originally microbic or not. The causes 
arc therefore multiple, the mechanism always the same. 

But if the possibility of an aseptic suppuration has been demon¬ 
strated by numerous experiences, the result has only a theoretical 
interest. It explains the mechanism of suppuration, it has a pri¬ 
mordial importance from a pathological and physiological point of 
view: next from a surgical standpoint, it can be stated that there is no 
pus without microbes, but, there is no microbe of pus. Most bacteria 
can under certain circumstances acquire pyogenic properties. Revue 
tie Chirurgie , Dec., 1890. 

Samuel Lloyd, (New York.) 


BONES.—JOINTS.—ORTHOPAEDIC. 

“ Researches on the Spinal Curvatures of Children 
while Sitting. A Study of the Mechanics of the Sitting 
Posture.” By Wst. Scuui.thkss. 1 Dr. Schulthcss based his paper 
on examinations of fifty children made by means of his measuring 
apparatus. Kach child was measured standing, sitting at case, and 
sitting erect. Two curves were taken in each position, one to show the 
antero-postcrior, the other the lateral deviation of the vertebral spines. 
The author describes and classifies these curves and notes the effect on 
each of a change from one attitude to the other. 

He found that almost all children exhibited while sitting at ease 
a marked kyphosis which increased in proportion to the time they 
remained seated, the most prominent point being in the great 
majority of cases the first lumbar spine. If an erect sitting posi¬ 
tion was assumed these curves showed a decided flattening out and 

'Ziiricli ZCitsch fiir Ortliop. Cliir, 1 ltd. 1 licit. 1891. 
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generally two projections instead of the one long kyphosis, a slight but 
evident lordosis appearing at the dorso-lunibar junction. In most of 
these cases there was also a slight inclination forward of the whole 
spine. As compared with a standing position the lumbar lordosis was 
always less and the dorsal spine more flat. 

The inclination of the pelvis was always changed in these cases as 
well as that of the spine itself, and the author proved that not even by 
the greatest muscular effort could this inclination he made ns great in 
the sitting position as it was habitually in standing at ease. The 
difference amounted to from five to ten degrees. 

While sitting at ease the lateral deviations were in one-half the 
cases more marked than they were when the child stood, and a still 
greater number showed this increased deformity in an erect silting 
position. 

The author recommends a separate consideration of the young 
and adult types on account of the occupation curvatures developed in 
the latter. He notes considerable differences also between the curva¬ 
tures seen in boys and girls. 

The very great pliability of the child’s spinal column made it 
possible to get the same curvature in sitting from the most diverse 
standing positions. 

The chief factors in producing these changes in the spinal curves 
were found to be the change in the position of the centre of gravity, 
and the loss while sitting.of the compensatory motions at the hip and 
ankle so useful in maintaining equilibrium. The latter fact made it 
clear why slight asymetry of single vertebra had a much greater 
mechanical effect on the column in sitting than in standing. 

Dr. Schulthess advised in view of these studies that children 
should be allowed to sit less, 'f he kyphotic position generally assumed 
interfered also with respiration and circulation. While an erect sitting 
posture removes these objections it causes an abnormal antcro-postcrior 
curvature and increases any lateral deviation which may exist. 

T. IIalsted Myers (New York). 
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I N THE following paper on the “ Surgery of the Tongue" I shall 
confine myself to a discussion of operative procedures in 
malignant disease, and it may be well to first briefly review 
our knowledge of lingual cancer. This can be the more satis¬ 
factorily done as there is agreement in the main by most 
authorities upon all the essential points. With scarcely an ex¬ 
ception, cancer of the tongue appears in the form of an epith¬ 
elioma. It affects males more frequently than females, it occurs 
most often between the ages of 40 and 65, and is more frequently 
situated upon the edge than the dorsum, and on the right than 
on the left side. It generally implicates the neighboring glands 
but is seldom followed by metastatic deposits. It runs its 
course in an average of about a year and a half, and tends to a 
fatal termination by exhaustion from repeated hemorrhages, 
inability to take sufficient nourishment and from the swallowing 
of contaminated discharges, and from pneumonia or septicaemia. 
In a large proportion of cases it develops from an indifferent 
lesion which has been subjected to some form of continued 
irritation, and in only a limited number of cases can it be traced 
to any previous cancer in the family. The growth most fre¬ 
quently occupies the surface of the tongue but may occur in the 
form of an interstitial growth; ulceration in both forms occurs 
early. In the Middlesex Hospital Report for 1888, all the cases 
of cancer which had been admitted for the previous seven years 
are carefully analyzed;—744 in all. Of these, 135 affected the 
tongue or mouth,—the uterus and breast being alone attacked 
more frequently—122 were males, and 13 females. The 
youngest case was 25 years old, and the oldest 78. Eighty-two 
per cent, of all the cases were found between 40 and 65 year s. 
The average duration of life in twenty-nine cases which ran their 
course without operation was 18 4-10 months, from the time the 


•Read at the meeting of the Surgical Association in Boston, June I, i8c2. 
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GENERAL SURGERY. 

Surgical Anaesthesia.—By Gurlt (Berlin). The writer gives a 
resumi of the administration of the various anesthetics in one year in 
the various clinics of Germany and Switzerland. Out of 48,605 admin¬ 
istrations there were 33 deaths. Ether has given but one case of 
death in 4,500 administrations. Nevertheless, this anaesthetic is but 
very little employed in Germany. Bruns, Stelzner, iversen, and 
Julliard are well satisfied with this anaesthetic and continue to use it. 
The bromide of ethyl has been administered in 2,000 cases, being 
only employed in minor operations and in dental work. Cases of 
violent excitement have been observed but no mortal accidents. 
Finally, pental which has been given in but 226 cases has one death 
already on record .—La Semaine MhUcale, No. j/, 1892. 

Frank H. Pritchard (Norwalk, Ohio). 

A New Method of Resuscitation in Death from Chloro¬ 
form. By Maas (Gottingen, Germany). The writer, from his ex¬ 
perience in the Surgical Clinic, at Gottingen, Germany, warmly 
recommends the following method of resuscitation of patients dying 
under the influence of chloroform : The operator stands on the left 
side of the patient, with his face toward the head of the patient and 
with rapid and strong pressure the cardiac region is pressed upon. 
The ball of the thumb of the right hand is laid upon the chest 
between the place of the apex beat and the left border of the sternum. 
The number of the shocks or compressions is about 120 per minute. 
With this rapidity of movement one must be careful that one exerts 
enough force and not be fearful of pressing too hard. The procedure 
will be found somewhat easier if one place the left hand upon the 
left side of the thorax and thus fix the body. Success is denoted by 
the artificially produced carotid pulse and contraction of the pupils. 



GENERAL SURGERY. 


‘63 


The force and rapidity of the impulses must be controlled by these. 
In order to control the result some one should stand at the head of 
the patient and watch his pupils and the carotid pulse. As long as the 
condition of the patient does not improve the pauses should be as far 
between and as short as possible. Later, when the pupil contracts, 
one may wait until it begins to dilate or as long as the spontaneous 
respiratory movements continue. One requisite of success is a certain 
amount of elasticity of the thorax wall. This is found in most cases as 
the experience of the writer with old people has shown .—Berliner 
KUnische IVoeh enschri/t, No. 12, t8<)2. 

Frank II. Pritchard (Norwalk, Ohio). 

Anaesthesia from Pental.—By Piiu.ui* (Berlin). The writer 
claims that pental has the advantage over chloroform of exerting no 
injurious influence upon the heart. The pulse always keeps regular 
and full. Another advantage is the absence of the ill-feeling on 
awakening. In children anaesthesia is obtained in at least one minute. 
In adults three or four minutes are requisite. Pental may also be 
employed in operations of the duration of an hour or more. In 
general the anaesthesia is obtained without any preliminary period of 
excitement. Only one patient has presented a slight degree of 
cyanosis, during the course of its administration. Finally, its inhala¬ 
tion is not disagreeable. Schcdc advises one to be reserved in the 
use of an anesthetic which has already, with its limited application 
given one death .—La Semaine Medicate, No. ji, 181)2. 

Frank II. Pritchard (Norwalk, Oliio). 

Local Ansesthesia by Infiltration.—By Schi.eicii (Berlin). 
The writer, from experiments upon himself and others, has sought to 
determine the weakest solution of cocaine that will produce local 
antesthesia from intra-dcrmic injection of the drug. He has found 
that a solution, 1-5000 will produce sufficient local anesthesia. 
Finally, he experimented with distilled water and found that it would 
produce local anaesthesia, but its injection is painful. On the contrary, 
a 2 per cent, solution of the chloride of sodium' will also produce 
antesthesia without the inconvenience mentioned. Afterwards the 
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idea suggested itself to hint to combine the two, cocaine and the 
chloride of sodium. From his experiments he has discovered that a 
combination of cocaine so dissolved in a 2 per cent, solution of the 
chloride of sodium as to' produce a 1-10,000 solution of cocaine will 
produce a local anaesthesia that will give practical results. With weak 
solutions of cocaine the resultant local anesthesia is absolutely devoid 
of danger, and as one is thus enabled to inject a large quantity of the 
liquid a great extent of tissue may be anaesthetized. Therefore he 
would prefer this method and restrict the application of the anaesthetics 
generally employed on account of their dangerousness .—La Semaine 
Mldicate , No. Jf, 1892. 

Frank II. Pritchard (Norfolk, Ohio). 

The Dangers of the use of Cocaine in the Surgical 
Treatment of Hydrocele, lly Ciioiiaut (Lyons, France). The 
writer reports a case of severe poisoning by cocaine after an injection 
of a solution containing go centigrams of cocaine in 30 c. c. of 
water into a hydrocele. It is known that the retention of fluids in¬ 
jected into hydroceles is anything but rare. Tillaux, Ollier and 
Terrillon mention it in their works and, although they recommend 
the employment of this method, llurdct’s, they also enjoin great 
prudence. Berger recently reported a death from the use of cocaine. 
—Le Lyon Medical, No. 20, 1892. 

Frank II. Pritchard (Norwalk, Ohio). 


NERVOUS AND VASCULAR SYSTEMS. 

A Case of Aneurism of the Descending Aorta Treated 
Successfully by Bacelli’s Method. By Bourgf.p (Lausanne- 
Switzerland). The writer had a patient under his care in the can, 
tonal hospital at Lausanne, suffering from pulmonary tuberculosis. 
This affection was greatly ameliorated by the administration of creo¬ 
sote, when the symptoms of an aneurism of the descending aoria devel¬ 
oped. It had gradually worn away the body of a vertebra and one or 
two ribs, and seemed to enlarge in the space between the scapula and 
the spinal column. In order to bring about a coagulation of the 
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blood in thcsac Bacelli’s method was tried. January 16, 1892, a watch 
spring 2 mm. broad and 37 cms. long with a spiral five centimetres in 
diameter was chosen. The extremity was sharpened and it was placed 
into a boiling solution of hydrochloric acid in order to render it 
aseptic and more to cover it with a film of ferric chloride which is to 
be the point of departure of the coagulation in the sac. A small slit 
was made in the upper portion of the sac and while an assistant held 
the spiral unwound, the end was introduced through the wall of the 
sac and the entire spring was introduced with the greatestease recoiling 
itself immediately. The slit was closed. The patient did not com¬ 
plain of any painful sensations, either during the operation or after¬ 
wards. The temperature remained 37 during the entire period of 
treatment. The tumor decreased in volume, the intercostal pains 
diminished in intensity together with those along the spinal column. 

A month after an exploratory puncture into the sac did not reveal 
blood in the sac, and the needle transmitted the impression of an 
clastic mass of some resistance. The pulsations are also decreased in 
extent and intensity. The patient has gained three and a half kilo¬ 
grams in weight. The writer thinks that this result will be still im¬ 
proved with lime .—•Aimaks tie la Suisse Romannt , No. y, 1892. 

Frank H. Pritchard (Norwalk, Ohio). 

Abscesses of the Medulla Oblongata. By Eisknlohk 
(Hamburg, Germany). The writer reports the two following cases: 
The first was that of a man, 43 years of age, in whom a purulent 
pleurisy called for an operation for empyema. After the operation 
the temperature did not fall, but paralysis of the arm and left leg set 
in, with ancsthestia of the hand and forearm. This was succeeded 
by paresis of the right side. The facial nerve was not involved, 
neither were the hypoglossal nor the ocular nerves. At the necropsy 
an abscess of the medulla oblongata was discovered which had burst 
into the fourth ventricle and extended down as far as the root of the 
second cervical nerve. 

The second case concerned a young man of 25 years, who was 
affected with ccrebro-spinal meningitis, and who presented slight 
symptoms of physic disturbance, without paralysis, together with the 
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meningitic symptoms. At the necropsy an abscess was found in the 
depths of the medulla, in the neighborhood of the protuberance pons. 
Deutsche Afet/izinische IVochenschrifl, No. 6, 1892. 

Frank II. I’K1TCI!ARI> (Norwalk, Ohio'. 

Two Cases of Removal of the Semilunar Ganglion 
through the Floor of the Skull for Facial Neuralgia. liy 
Edmund Andrews, M. D., I,L. D. The first case was an old lady 
about sixty-two years of age, who had been suffering very violent 
facial neuralgia for a period of five or six years. So violent was the 
pain that she was unwilling to eat any solid food, and for a long time 
had confined herself to liquid nutrition because it could be swallowed 
with less pain, 'flic deeper parts were uncovered by a plan similar to 
that adopted by Rose in his second case, which was as follows: 

Having shaved the temple and disinfected the surface, a perpen¬ 
dicular incision was made across each end of the zygomatic arch and 
connected like the letter H with a cross incision running along 
the arch itself. The anterior and posterior extremities of the arch, 
were then sawed off separating tho bone from the temporal fascia, and 
turned it downward and backward upon the jaw, carrying the masseter 
muscle with it. This uncovered some connective tissue and the 
temporal muscle. The coronoid process of the lower jaw was next 
sawed off, turned upward, carrying with ■ it the attached 
temporal muscle against the side of the head. This uncovered a 
quantity of loose connective tissue lying inside of the temporal 
muscle in which runs the internal maxillary artery, which was ligated. 
Picking out and pressing aside the loose fat, the external pterygoid 
muscle was uncovered, which arises from the external pterygoid plate 
and adjacent part of the base of the skull, and runs horizontally 
backward to be inserted into the neck of the jaw. Dividing this 
muscle near its insertion, it was drawn upward, and the dental nerve 
found emerging from beneath it, and a little farther from it was the gusta¬ 
tory nerve. These two trunks were seized, cut off, and the stumps 
held in the grasp of a pair of forceps as a guide to the faramen ovale. 
At the same time the finger was passed along the posterior free border 
of the external pterygoid plate upward to the skull, where the foramen 
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exists. Having identified its locality and suppressed the hemorrhage, 
which was pretty free, the plan at that time practised by Professor 
Rose was modified. Instead of introducing the centre-pin of the 
trephine into the foramen ovale, the muscular attachments were 
scraped from the level under-surface of the bone external to the 
foramen, there being at that place no important organs to be 
wounded. A five-eighths of an inch trephine was then placed on this 
level surface and took out a button of bone just external to the 
foramen ovale, then with bone-cutting instruments the septum of bone 
remaining between the trephine hole and the foramen was removed 
by a rongeur of his own devising as the ordinary rongeurs cannot be 
made to enter the opening properly. Rose used a mallet and bone- 
chisel, which he avoided, fearing the jar inflicted upon the brain 
by the blows. The trephine hole and foramen ovale arc thus thrown 
together into one large opening, giving room to work at the ganglion. 
Drawing the nerves strongly outward, an opening was made into the 
capsule by a semicircular incision on its inner side, and, drawing it 
still more strongly, enlarged the opening sufficiently to get in a small 
surgical spoon, which was quite sharp. Rose uses forceps and a little 
blunt hook and hooked knife to extract the ganglion. As the carotid 
artery runs pretty near the inner border of the ganglion, the convexity 
of the spoon was kept in that direction, but pushed cautiously until it 
was felt that it had reached the farther end of the capsule. With the 
edge upward and forward, the ganglion was scraped from its attach¬ 
ments to the superior walls of the capsule which separates it from the 
brain, and the destruction of the parts was completed by twirling the 
instrument in the capsule. A good deal of venous hemorrhage con¬ 
tinued during the whole operation. The inferior maxillary nerve was 
cut off from the dura mater and taken away after the ganglion itself 
was scooped out. Next, the coronoid process with the attached 
temporal muscle was drawn down and wired in its place on the jaw 
with silver wire. The masseter flap was then turned upward and 
wired by the attached zygomatic arch to its location in a similar man¬ 
ner, closing the whole with sutures. The whole operation was done 
with the usual antiseptic precautions. 
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The patient, who had been bedridden for five months and was 
feeble, suffered some shock, but reacted well after some hours. After 
the first pain of the operation was over, she found herself entirely 
relieved and could swallow food without difficulty or suffering. The 
motor muscles of the eye were found to be paralyzed, as also was 
the levator palpebral, showing that the instrument had injured the 
third and fourth pairs of nerves. This condition passed away, 
showing that the nerves were not completely destroyed. She 
began to eat heartily, and rapidly regained her strength, and 
soon resumed the personal care of her household. It has been 
observed in experiments on animals that injury to the fifth pair of 
nerves is apt to be followed by ulceration of the cornea and 
loss of the eye. Probably this was due to the fact that the eye being 
destitute of sensation, the animal no longer protects it by winking 
and keeping it closed in sleep, so that it was dried by the air and 
irritated by dust and foreign bodies, and thus became ulcerated. 
The early experimenters attributed it to the loss of the neurotic con¬ 
trol exerted by the nerve over the nutrition. Relieving in my own 
mind that the cause lies in the neglect of the eye rather than in the 
loss of the ganglion, I requested the patient to keep the eye most of 
the time protected by a compress. Rut after the diminution of the 
visits of her physician the eye was perhaps less carefully protected, 
and after a time he found some ulcerations on the cornea. He directed 
a boracic acid wash and a reapplication of the compress, under which 
treatment the eye soon healed. It is now about five months since the 
operation was performed, and the patient is entirely free from pain. 

The second case was very similar to the previous one, except that 
the pain had existed for some ten years, but she was not confined to 
bed. The pain was on the right side of the face as in the previous 
case, and the patient was a woman. It seems for some unknown 
reason to be true that the majority of these patients are women, and a 
great majority of attacks are upon the right side of the face and in 
the inferior maxillary nerve .—International Medical Mag., June, 

JSQ2. 


Samckl I.I.OYD (New York). 
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CHEST AND ABDOMEN. 

Adhesions and Omental Bands as the Cause of Violent 
and Long-Lasting Colics.—lly I.auknstf.in (Hamburg - ). The 
writer has operated on twelve patients who had suffered for a long 
time from violent colic. They had been under treatment hut without 
result. No cause could he assigned, neither any inclination to biliary 
calculi nor floating kidney could he made out. An exploratory 
incision would clear up the case and reveal the presence of adhesions 
or hands joining the stomach or intestine to some other organ or the 
abdominal wall. Removal of these adhesions or hands woidd he fol¬ 
lowed by a complete disappearance of nearly all the symptoms in 
nearly all the cases. Only one patient died. In this case a man had 
suffered from the pain for a very long time, and at the operation 
adhesions were discovered between the stomach and transverse coion, 
between this latter and the descending colon. He died of collapse 
twenty-four hours after the operation. Hence, exploratory incisions 
should only he made after all other means of treatment have been 
tried in vain. These hands and adhesions are often due to an affec¬ 
tion of the gall-bladder, stomach or tubes in women. In one case 
the writer found a hand extending from the stomach to the umbilicus. 
The patient had suffered for thirteen years from pains which resembled 
those produced by fatty hernias of the epigastric region. Another 
interesting case was that of a woman forty years of age who had 
suffered for a long time from pains in the hack and right side of the 
thorax. An operation revealed adhesions between the gall-bladder, 
the transverse colon and the duodenum. The gall-bladder also con¬ 
tained a number of gall-stones which were removed. The biliary 
fistula closed spontaneously. Further attacks of colic led him to 
reopen the gall-bladder and remove six calculi which were found 
incarcerated in the cystic canal. Locbker has operated on twenty 
cases of cholelithiasis and has found adhesions in six cases between 
the gall-bladder and the adjacent organs. Winiwarter, of Liege, has 
operated on three cases analogous to those described by Lauenstein. 
One of these has been operated on four times. A cyst of the ovary 
was removed which presented numerous adhesions. A few 
months after the patient returned and complained of severe colic. 
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Laparotomy revealed an adhesion between the ascending colon and 
abdominal wall. A few months after laparotomy was again done to 
remove new adhesions. Finally, a fourth laparotomy was required to 
obtain a definite and complete result .—La Semaine Medicate, A T o. j/, 

I&Q2. 

Frank II. Pritchard (Norwalk, Ohio). 

Treatment of Suppurative Peritonitis. lly Kokrtk 
(licrlin). The writer in the space of two years has done laparotomy 
19 times for suppurative peritonitis. Six of the patients recovered, 
but one of them still has a fistula. This result is the more satisfactory 
as the patients were not picked but operated on as they presented 
themselves, as grave peritonitis following perforation of the intestines. 
These cases do not include those cases due to gangrene of the intes¬ 
tine from hernia or internal strangulation. With regard to the prog¬ 
nosis a distinction must be made between acute peritonitis, septic peri¬ 
tonitis, without any notable exudate, and suppurating peritonitis with 
an abundant exudate which often have a tendency to become limited 
from the formation of adhesions. In the former laparotomy offers but 
little chance of success. On the contrary, operation will often cure 
the latter form. The surgeon should above all things evacuate the 
pus in order to prevent the reabsorption of septic matter. Besides 
evacuation of the exudate relieves the tension of the abdomen and 
ameliorates the subjective symptoms. This is even obtained in unsuc¬ 
cessful cases, and should be taken into consideration in the treatment 
of grave casts. Out of these 19 cases 12 were found to be purulent 
and these arc the ones which gave him the six cases of recovery. The 
sooner the operation is done the better the chances of recovery. 
Among 5 cases operated within twenty-four hours 3 recovered. 
Those operated on the third day of the disease, all perished. Irri¬ 
gation of the peritoneum the writer considers not harmful but useless. 
Adhesions in the process of formation should be respected 
and left alone. It is also necessary to give large doses of opium to the 
patients after the operation. Drainage is indicated. Sometimes sev¬ 
eral incisions are necessary. The wounds should be left open. If 
the perforation is from the stomach it should besought for. But if the 
intestine or vermiform appendix is perforated it is better not to attempt 
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to find it but to be satisfied with the incision and not waste time in 
seeking for the point of perforation, as the patients are in general too 
weak to bear a prolonged surgical operation. Sometimes a stercoral 
fistula may form, yet this will frequently close spontaneously .—La 
Semaine Miilicale, jVo. ji, 181)2. 

Frank 11. Pritchard (Norwalk, Ohio). 

Dilatation of the Gall Bladder Accompanying an 
Hydated Cyst of the Liver. Opening of both cavities; 
drainage, cure. By M. Tkrii.i.on. 1 Eight months before applying 
to M. Terillon, a young man 19 years of age had had an hydatid cyst 
of the liver aspirated, and had remained free from trouble for 8 months. 
On admissionto the hospital he complained of pain in the region of 
the liver and for several weeks he had noticed an increase in the size 
of this region. He was somewhat icteric. He had never had 
hepatic'colic. In examining the region of the liver the whole of the 
right lobe was found to be enlarged, but above the right side to the 
side of the median line a rounded tumor existed which extended down 
to the umbilicus. This tumor was lengthened out vertically, was 
attached to the parietal walls and was distinctly fluctuating. As this 
pouch corresponded to the region of the gall bladder, and as it had the 
elongated form which this organ would give when filled with liquid, 
in order to determine whether this was a recurrence of the hydatid 
cyst it was punctured and about a litre of dark-colored liquid was 
withdrawn which did not contain any booklets. The chemical exami¬ 
nation proved it to be biliary fluid, and consequently simple dilatation 
of the gall bladder was diagnosed. Some days later, the pouch hav¬ 
ing filled up, it was opened (February 28, '89), a lateral incision cor¬ 
responding to the middle of the tumor was made down to the walls of 
the gall bladder. A puncture into this viscus gave 800 grammes of a 
decidedly green-colored liquid. After this evacuation the gall blad¬ 
der was opened ; the walls were thickened, the mucosa hypertrophied, 
but neither calculus nor special alteration of its interior could be 
made out. The cystic canal was explored carefully for 5 centimeters, 
and at this point it was obliterated; no instrument could pass this 
limit. An attempt was made to strip off the walls of the vesicle and 
•Dull. Gen. <le Therapcuti<|iie, June, 1S92. 
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detach them from the abdominal walls, but it was useless; the adhe¬ 
sions were too firm, so the viscus was fixed to the abdominal wound 
by a great number of sutures. 

The results of the operation and the fistula thus established gave 
a certain amount of mucus stained with bile, when, on the 15th day, 
there suddenly escaped through the orifice a very abundant quantity 
of bile. This phenomenon occcttrred three times in the course of a 
month. It lasted three days. At the end of a month the general 
condition was excellent, when, on the second of April, the tempera¬ 
ture rose to 40°, with some nausea, some cephalalgia and rapid pulse. 
These inexplicable symptoms continued eight days. When suddenly 
there escaped from the fistula a large number of feetid and mortifying 
hydatid vesicles. The liquid contained some echinococci. The 
temperature rapidly fell. During the next five days there were several 
litres of these altered hydatids escaped. Soon the fistula 110^longer 
gave exit to hydatids.or bile and was completely cured at the end of 
some weeks. 

Six months after the operation the patient left the hospital cured. 
Three years later no lesion of the liver could be made out. He com¬ 
plained only of a tugging at the level of the cicatrix which caused 
him to hold himself slightly bent forward. 

The cicatrix was keloidal and slightly painful. In this case it 
seems very evident that the dilatation of the gall bladder was due to 
the presence of an hydatid cyst which occupied the inferior surface of 
the liver and compressed the ductus communis cholcdochus. This 
cyst ruptured spontaneously into the passsage of the gall bladder six 
weeks after this had been opened after having undergone an inflam¬ 
mation which had lasted from five to six days. 

SAMl'KI. 1.1.OVD. 

A Case of Hysterectomy in a Child. By Da. E. H. Brad- 
ford. The patient was a child having a tumor in the lower portion of 
the abdomen, which grew rapidly in the three months previous to the 
time when the child entered the hospital. As there had been a rapid in¬ 
crease in the size of the tumor, an operation was thought advisable. 
On palpation, a large mass could be felt in the lower portion of the 
abdomen, a short distance—an inch and a half—below the umbilicus, 
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and filling the lower portion of the abdominal cavity. The tumor 
was movable and irregular in shape. It appeared to be attached, in 
the middle line, to the lower part of the pelvis. An abdominal in¬ 
cision was made, and a firm, resistant tumor was found occupying 
the middle line of the body, and without adhesions to the intestine or 
to the abdominal wall, except at the base. In order to remove the 
tumor, it was found necessary to free the attachments of both broad 
ligaments and to enlarge the incision above the umbilicus and to take 
the mass of the tumor out of the abdominal cavity. The tumor was 
friable, and some bleeding occurred from the unavoidable tearing of 
the external surface. This was controlled by the application of a rub¬ 
ber-tube around the base of the tumor. Hysterectomy pins were in¬ 
serted at the base, and the ecrascnr applied. The tumor was pressed 
upward by pressure in the vagina as well as by pulling it upward by 
means of hooks, and in this way it was possible to place the wire of 
the ecraseur around the neck of the uterus below the mass. 
The tumor was then cutoff above the point of insertion of the needles, 
and the stump seared by the Paquelin cautery. The abdominal inci¬ 
sion was sewed up, with the stump outside of the abdominal cavity. 
The patient suffered from some shock. The pulse was rapid and re¬ 
mained rapid for nearly a week. There was no elevation of tempera¬ 
ture beyond the two'days following the operation. The case pro¬ 
gressed rapidly and uninterruptedly to recovery. The slough came 
away after a fortnight, and the wound healed entirely at the end of 
two months. The patient was discharged from the hospital six months 
after entrance. There is no evidence of recurrence at present. 

On microscopical examinations the tumor was found to be a growth 
of the ovary, which had invaded and surrounded the substance of the 
uterus so completely as to form one mass, it being impossible to dis¬ 
tinguish without microscopical examination where the abnormal tissue 
ended and the normal uterine tissue began. On careful examination, 
it was found that the whole of the growth had been removed, and that 
the base consisted of normal uterine tissue. The rapid cellular devel¬ 
opment had prevented any cystic formation in the growth, so that the 
tumor was entirely solid. It is loo early to form an opinion as to 
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probability of recurrence .—Boston Medical and Surgical Journal, 
June 2d, 1892. 

Samuki. I.lovd (New York). 

EXTREMITIES. 

Senile Gangrene of the Toes; Amputation at the lower 
third of the Thigh; Recovery, lly M. S. Kakki.ks, M. D. (New 
York). On examining the patient, one would, from her appearance, 
have judged Iter to be ninety years old instead of seventy. Anatmic, 
haggard, and in a debilitated condition. The urine, from repeated 
examination, contained neither sugar, albumin, nor casts. Over 
the sacrum there was an abrasion of epidermis and cutis about 
the size of the palm of the hand, as residt of continual pressure. 

The left big toe was entirely gangrenous, the second in an 
incipient stage of mummification. From her general appearance and 
debilitated condition, and from the character of the gangrene, there 
seemed at the time no hurry to amputate the foot, or even the 
toes, until the nature of the progress of the disease was well estab¬ 
lished and the patient had been put in a better condition, although 
it was thought that an amputation above the middle ol the 
leg would give better results than removal of the toes or even the foot. 

The gangrenous toes were treated antiscptically, and the course 
of the disease carefully watched until it commenced to spread to the 
back of the foot. 

The cause of the gangrene was attributed to thrombus 
in the capillaries, and, on account of the unhealthy condition of 
skin above the ankle, due to a chronic ulcer, and as the popliteal 
artery was also much sclerosed, it was decided, after careful de¬ 
liberation, that the prognosis would be far better by amputation above 
the knee than below, through a skin which in all likelihood, from its 
appearance, would have sloughed, and thus endangered the patient’s 
life through septic infection. 

On April 2d, as careful an aseptic operation (under a narcosis 
with the A. C. E. mixture) as could possibly have been done was 
performed through the junction of the middle and low;er thirds of the 
femur. The circular method was used ; the flaps sewed with silkworm 
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gut, and three small drainage-tubes inserted—one at each end, and 
one in the middle of the wound. The stump dressed, and patient put 
to bed with a good pulse. She rallied well and primary union ob¬ 
tained, except where the drainage-tubes were inserted. After four weeks 
the patient was walking around on crutches, and said she felt better 
than she had in the last twelve years. She left the city perfectly 
happy that she could once more walk about.— N. Y. Med. Jour., May 
21, 1892. 


ULCERS, ABSCESSES AND TUMORS. 

Sarcoma of the Femur and Complicated Fracture, liy 
Skydki. (Munich). The writer presented a specimen to the twenty- 
first meeting of the Congress of German Surgeons which consisted of a 
voluminous sarcoma of the femur which had developed in a subject 
who had been shot in the thigh by a chasscpot bullet, in the Franco- 
1 ’russian war. The ball had produced a complicated fracture of the 
bone which had healed, leaving a fistula which had persisted up to the 
last. After some twenty years the sarcoma began to develop. 
Amputation of the thigh did not save the patient, as lie succumbed to 
the metastasis three months after the operation. The projectile had 
remained in the femur as was shown in making asection .—LaSemaine 
Midica/e, No. jr, 1892. 

Frank II. I'kitciiaro (Norwalk, Ohio). 

Sarcoma of the Femur, without Recurrence Five 
Years after Amputation through the Trochanter Minor. 
13 k. Frank Hartley has reported a case of a man, twenty 
years of age, who was admitted into Roosevelt Hospital, on October 
9, 1886. The history showed disease in the knee joint for eight 
months. The diagnosis was that of sarcoma of the lower end of the 
femur, involving the knee joint. The patient was markedly anamtic. 
The thigh was amputated through the trochanter minor, and the patient 
was discharged, cured, November 29, 1886. There had been no re¬ 
currence of the disease. This fact was important because llorck, of 
Rostock, had collected a hundred and twenty cases of cxarticulation 
at the hip joint for malignant growths, of which he found that in only 
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eighty-seven had the patients recovered from the operation. Of the re¬ 
maining patients, twenty-six had died from metastases—twenty in the 
first year, two in the second, one in the third, 011c in the fifth, and in two 
the time had not been determined. In six cases death had occurred 
in from twenty days to fourteen months after the operation, from dis¬ 
ease unconnected with the original trouble. Four cases existed in 
which the patients had lived more than ten months, as follows : One 
lived twenty-seven months without metastases (Madelung); one lived 
two years and a half with metastases upon the back and beneath the 
arm, connected with the ribs (Czerny) ; one lived three years without 
metastases (Krister); and one lived thirteen years with a suspicious 
tumor in the arm. We did not cure these cases by disarticulation. 
Twenty-four of the twenty-six patients had had internal metastases, 
and two had had local recurrence. 

The case now reported suggested the question of whether ampu¬ 
tation at the trochanter minor, except in cases involving the bone 
near it, was not a less severe method of treatment than cxarticnlation, 
and one likely to be followed by equally good results.—zV. Y. Med. 
Jour ., June ./, 1892. 

BONES.—JOINTS.—ORTHOPAEDIC. ^ 

Results in Cases of Hip-Joint Disease Treated by the 
Portable Traction Splint without Immobilization, except 
during the Inflammatory Stage of the Disease. By Lewis A. 
Savke, M. D. In the last few years so many papers have been 
published on hip-joint disease, advocating absolute immobilization 
of the joint during the entire treatment of the case, and in many 
cases without traction, and some of them condemning the portable 
traction splint, which had yielded such excellent results in his hands, 
as well as in those of many others who have used it properly, that 
he had looked over his note-books and ascertained the results in the 
various cases of which he has record. 

In some cases the recovery has been so perfect and complete, in 
reference to both form and motion, that the question has been raised 
whether the patients had ever been troubled with hip disease. It is on 
this account that only such cases were selected to report as had been 
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examined by oilier surgeons of the highest standing, and whose knowl¬ 
edge and ability to make a correct diagnosis would certainly be 
unquestioned in the professional world. 

Patients who have been perfectly cured of hip-joint disease 
should be able to (lex the thigh to an acute angle, and cross the foot 
over the thigh of the opposite side. This last motion is very difficult 
to accomplish if there is the least rigidity about the hip-joint. Most 
patients having recovered from hip disease, even with quite good mo¬ 
tion of the joint and with but a very slight limp, yet can not cross the 
foot to the opposite side to tie their shoes, but always put their foot 
to the side and behind them in order to get at their foot. This test is 
therefore looked upon as the best proof of perfect motion in the joint. 

Statistics of 407 Cases 0/ Morbus Coxarius treated between 1859 
and 1889, exclusive 0/ Exsections. —Of these were in the first stage, 
ti8; second stage, 1 19 ; third stage, 82; not mentioned, 88 ; total 
number of cases, 407. 

Results.— Cured, motion perfect, 71; good, 142; limited, 83; 
ankylosed, 5 ; unknown, 7S; under treatment, 1.4 , abandoned treat¬ 
ment, 3; discharged, 2; died of exhaustion, 2; phthisis, 1; pneu¬ 
monia, t j tubercular meningitis, 5; total deaths, 9; total number of 
cases, 407. 

Cases in which are known, the Result and the Kind of Splint worn 
between 1839 auti /SS 9 excluding Cases under Treatment.— Cures with 
perfect motion: long splint, 19 = 21.59 per cent.; short splint, 
54 = 28.12 per cent.; number of cases, 73. Cures with good 
motion: long splint, 34 = 38,63 per cent.; short splint, 86 = 44.79 
percent.; number of cases, 120. Cures with limited motion: long 
splint, 29 = 32.95 per cent.; short splint,,49 = 25.52 per cent.; 
number of cases, 78. Cures with ankylosis: long splint, 3 = 3,40 
per cent.; short splint, 1 = 0.52 per cent.; number of cases, 4. 
Deaths: long splint, 3 = 1.56 per cent. ; short splint, 2 = 1.04 per 
cent.; number of cases, 5. Treated with long splint, 88; short splint, 
192 ; total number of cases, 280. 

He had had no personal experience in the treatment of hip disease 
by perfect immobilization, but had to cxsect in one case in which the 



>73 


LX I) EX OF SURGICAL PROGRESS, 


joint had been immobilised by .1 plaster-of-Paris cast from axilla to foot 
for two years. The first cast being applied in the very early stage of 
the disease, the limb was retained perfectly straight by the plaster 
casting; but as no traction was used, the reflex muscular action caused 
constant pressure of the head of the femur against the acetabulum, 
causing absorption of the head of the femur and perforation of the 
acetabulum. An abscess forming inside of the pelvis peeled off the 
periosteum and opened above Poupart’s ligament. As there was not 
the usual deformity of hip disease, and no pain on upward pressure of 
the limb, the surgeons in attendance did not recognize it as hip dis¬ 
ease, and Dr. Sayre was called in consultation. He gave it as his opinion 
that the joint was already destroyed, and that cxscc/ion was the only 
chance for saving the child's life. 

The operation was a success, and, eight months after, the boy 
was riding on horseback in the mountains of Virginia. Me went back 
to Texas, and two years after was attacked with nephritis and died 
from suppuration of the kidney. 

In 1859, he was requested to go to Frankfort, Ky., to see a young 
lad suffering from hip disease of three years’ standing. He sent Dr. 
Uaur, then of lirooklyn, to go in his place. The doctor divided the 
contracted muscles, straightened the limb under chloroform, and 
placed the boy in the wire breeches, which made him perfectly com¬ 
fortable. In fact, he was so comfortable that Dr. Rodman, his attend¬ 
ing physician, was afraid to remove him from the wire breeches, fearing 
that he would not again be able to replace him as comfortably as he 
then was. 

He was carried down on the Kentucky river every day for a row, 
and was perfectly free from pain from the time that Dr. Uaur placed 
him in the cuirass. He was not removed from the wire breeches for 
nine months, and when he was taken out the disease was perfectly 
cured, but the joint completely ankylosed, as were also the hip of the 
opposite side, both knees, and both ankles, as well as the entire lower 
portion of the spine. In fact, lie could only move his arms and neck. 
He remained in this solidified condition till his death some years later. 

In 1872 a girl was brought from Hamilton Junction, New 
Jersey, with double hip disease of eighteen months’ standing. The 
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right, third stage; the left, probably the same. After gradually 
straightening the limbs, she was placed in the wire cuirass. 

The limbs were removed from the cuirass occasionally, and 
slight motion was given to all the joints, while the limb was kept ex¬ 
tended by traction with the hand. 

Her general health improved greatly, and in six months she 
returned home in the cuirass, the mother having been carefully in¬ 
structed as to the manipulation and dressing of the limbs. A letter 
from the mother was received in the latter part of 1873, saying that “ she 
had entirely recovered, with good motion of both legs and no de¬ 
formity." 

Four years later, in March, 1877, the fathersaid that “ Mary was 
entirely well and very stout, but that the joints were stiff," as he had 
found it too much trouble to take her out of the splint so often, but that 
lie was perfectly delighted and satisfied with the result. Had the limbs 
been occasionally removed from the cuirass and the joints slightly 
moved short of the amount that caused pain, this ankylosis would not 
have taken place.— N. Y. Med. Jour., April jo, 1892. 

Fracture of the Temporal Bone involving the Petrous 
Portion ; Extradural and Subdural Hemorrhage ; Fistulous 
Communication with the Lateral Ventricle; Operation; 
Recovery. By Dr. C. K. Briddon. Man, aged tiventy-six, had been 
admitted into the Presbyterian Hospital in his service, having fallen 
from a hay-loft, a distance of twelve feet, alighting on his head. It 
was thought that at the same time he had been struck on the head 
with a heavy piece of iron. On his admission his temperature was 
100.5° F.; his pulse 80, full and regular; and his respiration 34. He 
was in a condition of stupor, but cotdd be aroused, and was irritable. 
The pupils were equal, but dilated. There was a sero-sanguinolcnt 
discharge from the right ear. Examination of the scalp revealed a 
superficial contused wound in the right post-parietal region, but no 
evidence of depression. There was no paralysis. The reflexes were 
preserved. The head was shaved and an ice-cap applied. On the 
following day the temperature was normal, the serous flow from the 
ear continued profuse, and the mental condition was sluggish. There 
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were noted dilatation of the left pupil, deviation of the tongue to the 
left, obliteration of the right naso-labial fold, left conjugate deviation 
of the optic axes, and marked weakness of the left arm. The mental 
condition improved somewhat, but the memory was impaired, and the 
flow from the ear persisted up to the morning of September 7th, when 
he complained of a severe [lain in the right side of the head and neck, 
and had become stupid. Thus, after a lucid interval of eight days, 
there supervened manifestations of compression, the patient lying as 
if in a tranquil sleep, except during paroxysms of delirium, lasting 
sometimes an hour, and followed by excruciating pain in the head. 
The pulse was slow and regular, except on exertion, when it would 
reach 130. When aroused, he would open his eyes and mutter. The 
respirations were slow and deep, sometimes stertorous. The left facial 
paralysis, the inequality of the pupils, the optic deviation, the partial 
paralysis of the left arm, and the progressively increasing stupor, with 
a temperature of 105 0 , all seemed to justify an immediate operation. 
On September 7th he was operated on under ether narcosis and with 
antiseptic precautions, lly a curved incision the squamous portion of 
the right temporal bone was exposed. There was found a V-shapcd 
fracture, the apex pointing downward, and the arms extending upward 
to the squamo-parietal suture; the apex was depressed about an eighth 
of an inch. This was elevated and removed, exposing a clot. The 
opening was enlarged to the extent of an inch and a half and the clot 
removed. Examination showed a fissure extending downward through 
the root of the zygoma into the petrous portion, but it could not be 
followed farther. The dura was opened and the brain substance found 
lacerated and contused. Several small clots and a good deal of 
broken-down brain material escaped. There was a considerable pro¬ 
trusion of cerebral substance through the opening. Two drainage- 
tubes were introduced, and the wound was dressed open. On the 
following day the patient responded intelligently to questions, but was 
delirious at times. The tubes were removed at the end of ten days. 
There was a protrusion of brain substance. Facial paralysis was still 
present, and there was complete deafness of the right ear. There was 
a continuous flow of cerebro-spinal fluid, the pillow being constantly 
soaked, and the liquid to be seen distilling from a small fistulous 
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opening, situated in the centre of the granulations covering the 
exposed brain. The amount that escaped every day was estimated at 
about two ounces and a half. On October 8th an aluminium probe 
was allowed to pass by its own weight into the sinus, a distance of two 
inches and a half, evidently entering the ventricle. The fluid was 
quite limpid and, after continuing for about two weeks, the flow 
gradually diminished, and in three weeks had ceased entirely. Pari 
passu with these changes the brain receded and cicatrization ensued. 
At the present time the wound was entirely healed, but the cicatrix 
was tender, and pulsation of brain could be detected over the area of 
the operation. No paralytic conditions remained except some obliter¬ 
ations of the naso-labial fold. One feature of extreme interest 
remained unexplained, before this accident the patient had been the 
terror of the neighborhood in which lie lived, frequently coming in 
contact with the police. Since his recovery his character had entirely 
changed; he had lost all his aggressive traits, or they were in abey¬ 
ance, he was amiable and, as a convalescent, occupied himself in min¬ 
istering to the other patients in the ward .—New York Medical Journal, 
May 2t, 1892. 

Incomplete Luxations of the Shoulder Joint, lly Hakt- 
mann and 11 koca (I’aris). Two opposing opinions arc given in the 
works of medicine, with regard to the incomplete luxations of the 
the shoulder joint, that of Panas and that of Malgaigne. The former 
doubts the existence of sub-locations, while Malgaigne in his treatise 
on fractures and dislocations gives the signs of incomplete dislocation 
of the humerus in the living subject and the results of the necropsy in 
a case four days after death. The dislocated head of the humerus was 
found in the uninjured capsule. The writers have had an opportunity 
to examine the anatomical relations in two cases of incomplete dislo¬ 
cation of the head of the humerus which were followed by death. 
The results of the necropsies seem to throw light on this disputed 
question. In both cases the capsule was untorn, the anterior and 
lower borders of the glenoid cavity was fractured, the periosteum torn 
from the bone and the head of the humerus jammed in between the 
denuded bone and the periosteum. In short, there was a complete 
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dislocation, with slight separation of the articular ends of the bones 
and an uninjured capsule. In one case the head was within and in 
the other it was outside of the coracoid process. On examination of 
the International literature the writers have found seven other cases, 
in which similar anatomical relations could be expected. After a 
critical examination of the former views which are current upon this 
question the writers conclude as follows: 

1. Literature contains no case of proven incomplete dislocation 
of the shoulder joint. 

2. Those injuries which are incorrectly termed “incomplete dis¬ 
locations of the shoulder joint" are but sprains, with slight disloca¬ 
tion of the articular extremities of the bones. 

3. Dislocation of the head of the humerus in an apparently unin¬ 
jured capsule is explained by the separation of the periosteum. 

q. The separation of the periosteum seemingly only is met with in 
those cases which are produced by direct force. They are not ob¬ 
served in typical shoulder luxations which arc dependent upon forced 
movements of the articulation. 

The writers also consider the osseous formations which occur in 
ancient dislocations of the shoulder joint and recurrent dislocation of 
the same articulation. They are of the opinion that the form in which 
the capsule is not torn and where the periosteum is elevated from the 
bone arc easily predisposed to recurrence of the luxation if the perios¬ 
teum docs not heal at once onto the bone .—Bulletin De La Social 
Anatomiquc De Paris, Scries 3, Vol. IV. 

l''KANK 11. Pritchard (Norwalk, Ohio). 

Temporary Resection of the Vertebrae. By Urban 
(Leipsic). The writer has sought to relieve compression in those cases 
of paraplegia from compression of the spinal cord following fractures 
of the vertebra;, or a spondylitis by means of temporary resection of 
the vertebra;. An incision is made on both sides of the spinous pro¬ 
cesses running vertically down to the transverse processes. Then a 
certain number ol the lamina; of the vertebra; are cut through 
and left adherent to the soft parts. Thus a large rectangular flap is 
formed which gives free access to the vertebral canal. The cause of 
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the compression being relieved the flap is replaced and sutured. The 
writer has practiced this operation several times with successful results. 
He cites the case of a young man who in consequence of a fall had 
suffered for six months from complete paraplegia. Six weeks after the 
operation this patient commenced to get up and about and the 
paralysis disappeared little by little. In a young woman who was 
completely paralysed in the lower extremities from a fracture of the 
lumbar spine, twenty-four hours after the operation the author re¬ 
marked a slight return of the sensibility in the paralyzed extremities. 
The operation has also been done with success in two cases of spon¬ 
dylitis, the projecting part being resected .—La Srnainc AItJicaU , 
No. j/, iSt)2. 

Frank II. Pritchard (Norwalk, Ohio). 

Hemorrhage in the Course of Hip-Disease. Hy Gkorok 
Heaton, F.R.C.S. November 28th, 1890. Mr. Jolly excised the 
head of the femur in a lad twelve years of age. Acetabulum carious, 
and all carious bone and tubercular tissue removed, together with 
head. In February convalescent was sent to Jaffray Hospital. He 
gradually developed abscesses with fistula: all about region of hip until 
in July, blood was discovered oozing from a sinus on inner side of 
femoral vessels. Patient had previously been straining at stool. Fe¬ 
moral vessels found traverse the walls of the inner sinus forming its 
roof. The exact point from which the blood came could not be dis¬ 
covered, and as, in spite of pressure blood contained to well up, and 
the patient’s condition was becoming critical, it was decided to liga¬ 
ture the external iliac artery. After ligation a small drainage-tube 
was left in the lower angle of the wound. In August amputation of 
hip-joint done by Mr. Jolly, but patient died from shock. At the 
post-mortem the ligature was found firmly occluding the external iliac 
artery, which was filled from its origin to the point where it gives off 
the cervic reflex iliac and deep epigastric arteries, with a firm adher¬ 
ent clot. The hemorrhage came from an ulcerated opening into the 
internal circumflex artery, which was sealed up by a firm adherent 
clot.— Birmingham Mai. Review, June, 1892. 

Samuki. LI.OVO (New York). 
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GENERAL SURGERY. 

i. Anaesthesia. By W. M. L. Cori.iN, M. D. The writer has 
administered cither ether or chloroform about 3000 times without a 
single fatal result, cither during the administration or within such a 
reasonable time after its administration as to lead to the inference 
that the anaesthetic was the immediate cause of death. He has 
anaesthetized an infant but a few hours old and a woman of 92. 
No difficulty has ever been experienced with primary anaesthesia, and 
a man was kept continuously under ether for thirteen hours without 
any evidence of much shock cither circulatory or nervous. Ether 
has been given the morning following a severe pulmonary hemorrhage 
and in cases of Bright’s Disease; suppression of urine has never been 
observed. Ana:sthetics have been administered in nearly all stages 
of heart disease, including valvular lesions, both old and compara¬ 
tively recent; also in the various forms of stenosis, in angina pectoris, 
and in the functional disturbances characterized by perversion of 
rhythm. No anaesthetic should be used in fatty heart. When the 
circulation is sluggish, the anaesthetic is rapidly clfcctive and is not 
infrequently followed by prolonged post-amesthesia shock, and when 
the circulation is extremely active it is followed by the most marked 
stage of post-anaesthesia excitement. Drunkards are difficult to 
anaesthetize; in some cases absolute relaxation of the rigid muscles 
can only be obtained in these patients by placing them in imminent 
danger. In these instances, if the anaesthesia is begun by chloroform 
and terminated by ether, the best results are obtained. In these cases 
and in chronic bronchial catarrh, the hypodermic administration of 
gr. of sulphate of morphine and gr. 1-100 of sulphate of atropine 
immediately before beginning the anesthetic facilitates the process 
and decreases the after symptoms. 
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More profound anaesthesia is required in genito-urinary, anal or 
rectal work. The tongue and mucous membrane of the mouth, 
especially in the colored race, indicate early signs of incomplete 
oxidation of the blood. This can also be observed by the operator in 
the venous character of the hemorrhage. 

Only an experienced assistant should administer the antesthctic, 
and only the perfectly pure article should be employed. The an- 
aesthetizer should furnish himself with one or two towels, a hypodermic 
syringe charged with one-twenty-fourth of a grain of strychnine, and 
should have more strychnine in convenient form at hand. Me should 
also have a solution of atropine, each syringeful representing one- 
sixtieth of a grain, and if he so desires, aromatic spririts of 
ammonia, whiskey, tincture of digitalis, or preferably, digitalin. A 
mouth gag and tongue forceps are also useful. A battery may also be 
of use, but artificial respiration is probably more certain. The 
Allis inhaler is advocated. The patient should have no food for at 
least twelve hours, except clear botillion or beef tea. Milk should be 
prohibited. In weak and debilitated individuals an enema of pepton¬ 
ized milk and egg, and perhaps some stimulant, may be administered 
at least two hours previous to the operation. In these cases the mor¬ 
phine and atropine should be employed. The mouth should be 
personally inspected and the respirations and heart-beats counted. 
The heart should be examined, preferably some time before the excite¬ 
ment of the proposed operation. All head jewelry should be removed. 
All tight clothing should be removed or loosened. If there are ban¬ 
dages necessary about the head and neck, a pair of scissors should be 
at hand to cut them away at the first intimation of impeded respira¬ 
tion. In women the head should be covered by an antiseptic towel 

or a bathing cap. The prominent arteries about the face should be 

« 

located. The administration of the anaesthetic is preferably begun by 
allowing the patient to breathe for a moment or two through the 
uncharged inhaler, then drop by drop the anaesthetic should be added, 
gradually increasing the amount until the anaesthesia is induced. The 
most successful way to overcome the period of excitement if it be 
prolonged and severe, is by the administration of a few drops of 
chloroform. The absence of the conjunctival reflexes is the best sign 
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of complete anesthesia, and it cannot be carried further without 
danger. Vomiting afterwards is dependent upon three things: the 
character and quality of the anesthetic, the condition of the nervous 
system, and the method of administration. Vomiting cannot always 
be prevented, although skillful administration and preparation of the 
patient will reduce the frequency with which it occurrs. The morphine 
and atropine injection by diminishing the amount of mucus secreted 
also aids in preventing the vomiting. The dangers are failure in res¬ 
piration and circulation. The first may be due to the obstruction or 
occlusion of the trachea. The former is due to the falling back of 
the tongue, the latter to a foreign body. The application of external 
warmth is not sufficiently credited in the treatment of either circula¬ 
tory or respiratory shock. When the abdomen is opened, flushing with 
hot water will almost immediately stimulate both cardiac and respira¬ 
tory sluggishness. The man who gives an anaesthetic should do that 
and absolutely nothing else.— Therapeutic Gazelle. 

II. Treatment of. Chloroform Syncope. l!y Professor 
Ai.exander A. Hoiikoff (Moscow, Russia). The eminent Russian Sur¬ 
geon gives a careful critical review of all yet suggested methods for 
treatment of chloroform collapse or syncope, and comes to the follow¬ 
ing conclusions', i. The important chapter under consideration 
urgently requires a most thorough revision, its present condition be¬ 
ing truly utterly chaotic. 2. Very many of the methods practiced at 
present are irrational, i. e., unreliable, useless, or even much worse 
than useless. The category includes: (n) irritant measures, such as 
sprinkling or irrigation of the face and chest with cold water ; flagella¬ 
tion of various parts of the body with a cold wet towel; slapping and 
rubbing them with a hand ; application of hot napkins to the cardiac 
region, alternately with cold irrigation ; titillation of the nostrils with 
a feather; nasal inhalation of strong ammonia vapors j insertion of 
ice-bits into the rectum ; enemata of hot water and brandy. All the 
means are resorted to with the object of inducing in a reflex way deep 
inspirations and a more energetic cardiac action ; in other words, 
they are expected to produce a stimulating impression on the respira- 
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tory and cardiac centres. Meanwhile, every one and all of them arc 
exceedingly uncertain in their effects and eo ipso necessarily involve a 
wanton loss of a most valuable time ; in addition, thcyarc dangerous 
by themselves, for the history of surgery contains undoubted cases in 
which this or that kind of peripheral irritation was followed in a reflex 
way by a complete arrest of the heart and breathing, ending in death 
at the spot; (b) insufflation 0/ the air into the mouth or through a 
laryngeal catheter; (r) blood-letting (venous or arterial); (el) tracheotomy ; 
(e) subcutaneous injections 0/ ether or alcohol, ami inhalation of nitrite of 
amyl. All the three drugs act identically with chloroform. Hence 
their use as antidotes, for the latter is theoretically absurd, and practi¬ 
cally utterly dangerous. (/) Subcutaneous injections of strychnine, 
atropine, ammonia and digitalis. All the four drugs are powerful 
poisons, whose physiological action is yet very far from being well- 
known or well-understood. Indeed, who can tell us how they act on 
an organism poisoned by chloroform ? Who feels prepared to point 
out the dose of any of the said poisons which is required for reviving 
a patient suffering from chloroform- poisoning? Where lies the 
boundary between the alleged beneficial action of the would-be anti¬ 
dotes and their own toxic action which can intensify that of chloro¬ 
form ? (g) Irritation of the heart by means of acupuncture or galvano- 

puncture of the organ itself (Huetcr, Bardelcben, Steiner, and others), 
or by a manual compression of the heart, exposed by thora¬ 
cotomy (Langenbuch). All the three procedures are unscientific 
and extremely dangerous. 3. A subcutaneous injection of a saline 
solution affords the best, safest, surest, quickest and most rational 
method of treatment in cases of chloroform syncope. As Professor 
P. I. D'iakonoff’s experiments on dogs have shown ( Meditzinskoic 
Obozrenie, No. 24, 1887, p. 1093), when resorted to before a com¬ 
plete arrest of the heart and respiration, the injection is invariably 
followed by a rapid rise of the arterial tension, and'a speedy recovery 
of the animal, which effect is occasionally observed even after a total 
stoppage of the cardiac and respiratory action. The same results are 
obtained in chloroform syncope in human beings, as Professor llob- 
roff’s experience has proved, the author having tried the injections in 
several scores of cases in the course of the last four years. The 
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modus agendi of the method maybe explained fairly simply: in conse¬ 
quence of the rise of the arterial tension, the blood-supply of nerve- 
centres increases, their vital action revives, the improvement in the 
respiration and circulation promotes a quick elimination of chloro¬ 
form from the patient’s blood, etc., etc. 4. Hence, when about to 
undertake an operation under chlorolorm, the surgeon must keep 
ready ( a ) a sufficient quantity of a warm 0.6 or 0.7 per cent, 
solution of chloride of sodium, or Schwartz’s solution (/'. e., 6.0 of 
chloride of sodium, 0.05 of caustic soda, and 1000.0 distilled water) ; 
and (a) a large glass syringe, to which is attached a guttapercha tube, 
measuring 20 or 30 centimeters in length, and armed with a slightly 
curved hollow silver needle. As soon as a fadure of the pulse has 
been noticed, the surgeon’s assistant must at once inject from 25 to 
225 grammes of the solution into subcutaneous cellular tissue of the 
thigh, or arm, or chest. From 20 to 25 cubic centimeters should be 
injected at a puncture, and a rapid absorption of the fluid promoted 
by rubbing the spot. In such cases where the patient is not anremic 
and has not lost much blood during the operation, it is sufficient to 
inject from 25 to 50 grammes of the solution ; in very anaemic per¬ 
sons, however, or in such cases where the operation has been accom¬ 
panied by a more or less profuse hemorrhage, the required amount 
may vary from 100 to 225 grammes. 5. As rational adjuvants, the 
following measures can be safely recommended : («) Autotransfusion 
of blood—/. <?., raising one or both of the lower limbs and applying 
an elastic bandage on them for 3, 4 or 5 minutes, (li) Lowering the 
patient's head and raising the pelvis—similarly for from 3 to 5 minutes. 
(<-) Faridizaiion of the phrenic nerve', the electrodes should be applied 
and removed methodically from 15 to 20 times per 1 minute, (it) 
Artificial respiration after Sylvester's method. The manipulation 
should be made energetically and aided by pressure on the abdo¬ 
men during expirations (as suggested by Kraske.)— Khirurgitcheskaia 
Letopis, December, 1891, pp. 288-299. 

Valerius Idelson (Berne). 

III. A Neglected Method of Modifying General Anaes¬ 
thesia. By C McBurney, M. D. The question had frequently oc- 
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cttrrcd to him whether we did not anesthetize too extensively in opera¬ 
tive procedures. While it was desirable to anesthetize only the nerve 
centers, by the methods which were in common use, the brain, the nerve 
centers, the blood, and all the tissues were saturated with the anesthe¬ 
tic, and all the agencies of elimination were taxed to the utmost in try¬ 
ing to dispose of it. It therefore seemed to him desirable to exclude 
as large a portion of the circulating fluid as possible from the action 
of the anesthetic, and this was done by confining blood in the limbs 
by bands securely fastened around them. This method was not a new 
one, but had been used in previous years by Corning, Swcatman and 
Aiken, of Toronto, and A. C. Post. Corning had advised compres¬ 
sion of the limbs with sufficient firmness to exclude all communication 
of the circulating fluid in them from the trunk and head. The author 
had practiced this method in ten cares, including a variety of opera¬ 
tions. An ordinary ether cone had been used, with from an ounce to 
three ounces of ether. There was usually no struggling; quiet anaes¬ 
thesia resulted in from two to five minutes, and there was no conges¬ 
tion of the face. There was very little vomiting or discharge of mucus or 
saliva. When the operation was completed the limbs were raised, the 
bandages were removed, and consciousness quickly returned. There 
might be dangers in the method, but they were not as yet apparent. 
It was thought that the method might obviate shock to a certain ex¬ 
tent, also disturbance of the kidneys and bronchitis. The method 
was then practically demonstrated upon a man, about twenty years 
of age, in apparently good physical condition. There was very little 
struggling. Three ounces of ether were used and complete anxs- 
thesia was induced in from eight to nine minutes. The bandages 
were then removed and consciousness returned in two minutes. The 

I 

subject answered questions intelligently, and was able to get off the 
table and put on his clothes .—New York Med.Journ., June 25, 1892. 

IV. Migration of a Bullet, lly Professor Iona D. Sauytchefk 
(Moscow), Russia. A generally healthy policeman, aged thirty-six, was 
admitted in September, 1890, on account of intense pain along the left 
lower limb and aboutthe anus, painful defxcation, and lameness; the 
symptoms being of a fortnight’s duration. The patient stated that in 
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1877, during the Russo-Turkish war, he had been struck with a rifle 
bullet in his loin. The exploration of the wound at the time had 
given negative results. The orifice had healed in about a year, after 
which the man had commenced to periodically suffer from attacks of 
pain about the limb. On examination, Dr. Sarytcheff found a dense, 
white, slightly depressed scar in the left lumbar region, in six centi¬ 
metres from the vertebral column and seven centimetres above the 
iliac crest. Suspecting that the bullet might exercise pressure on the 
lumbar plexus, or lie embedded somewhere in the perirectal cellular 
tissue, the writer introduced his whole hand into the rectum (under 
chloroform, of course), but failed to detect any foreign body. Never¬ 
theless, a few hours after the exploration the pain subsided, and a few 
days later the patient was discharged, quite well. On November gth, 
he returned with his old symptoms. This time, however, there was 
also present a slight, but exceeding tender swelling below tire great 
trochanter, while the flexion-movements in the hip-joint proved to be 
impaired and painful. Painting the whole limb with a belladonna 
ointment and application of warming compresses speedily relieved all 
the symptoms, and in a couple of days the man again left well and 
sound. In April, 1891, he was re-admitted with a distinct swelling, 
situated in the middle third of the thigh, two centimetres posteriorly 
from the trochanteric line. The integuments of the area were thinned 
and livid, and a hard foreign body could be now felt beneath. A 
longitudinal incision through the skin and subcutaneous cellular tissue 
exposed a bullet, surrounded with pale and imperfectly-organized 
granulations. Not a trace of any capsule could be discovered. On 
the 17th day after the extraction the patient was discharged with a 
small granulating area in the lower angle of the wound. The bullet— 
a hollow one, of a regular cylindro-conical form—weighed 30 grammes 
(??rcf.) and measured 2.5 centimetres in length, 5 in circumference, 
and 1.5 in its largest diameter. Notwithstanding its fourteen years’ 
sojourn in the patient's body, the bullet did not show any alterations, 
beyond a slight, superficial oxidation .—Khmirgitchcskaia Ldopis, 
December, 1891, p. 359. 


Valerius Idelson (Herne). 
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V. Migration of a Round Worm Through the Deep Mus¬ 
cles of the Neck and its Evacuation Through a Scrofulous 
Abscess Opening Into the Pharynx. By Prof. Brigidi (Genoa, 
Italy). The writer describes a specimen contained in the Pathologi¬ 
cal Museum at Genoa, which is remarkable on account of the unusual 
migration of a lumbricoid worm. It consists of the first cervical 
vertebra. The lateral and posterior regions of the preparation are 
freed from the soft parts and the periosteum while its anterior surface 
is covered with fibrous tissue and united by a fistulous sinus to what 
was the posterior portion of the pharynx. This sinus opens on the 
surface of the mucous membrane of the pharyngeal cavity in an aper¬ 
ture fifteen millimetres in diameter. The first vertebra is completely 
glued to the underlying one by means of its lateral processes and from 
destruction of the superior lateral lacct, on the left side the second 
cervical vertebra is slightly dislocated downwards and forwards. 
The left portion of the posterior arch of the atlas is thinned and in 
great part anchylosed to the lateral apophysis of the subjacent verte¬ 
bra. The facet articulating with the occipital condyle is eroded in 
its vicinity and enlarged in size. The odontoid process is enlarged 
and anchylosed with the anterior part of the atlas. The atlas was 
apparently at one time slightly dislocated, so that the spinal canal is 
constricted, especially on the left. In the depth of the fistulous canal 
described the extremity of a round worm is to be seen, which, after 
having passed beneath the left portion of the anterior arch of the 
atlas, had reached a narrow place limited anteriorly by the posterior 
face of the mentioned arch, posteriorly by the body of the second 
vertebra, internally by the odontoid process and externally by the left 
lateral mass of the atlas. Then the body of the worm describes a 
curve and is continued in the deeper parts of the lateral and posterior 
parts of the neck, passing beneath the left portion of the arch of the 
the atlas in a small spot which had ulcerated out of this bone and of 
the corresponding portion of the left lateral mass of the second verte¬ 
bra. The portion of the worm reaching out into the deep muscles of 
the neck was about five centimetres in length. The anterior extremity 
of the worm lay in a scrofulous abscess whirl) opened into the pharynx’ 
Many observations have been recorded where round worms have 
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abandoned the intestines to migrate into distant (tartsof the organism, 
either during the life of their host or after death. Indeed, they are 
frequently found in the mouth, nasal cavity and even in the larynx of 
cadavers. They have also been found in these cavities in the living 
subject, those in the nose causing catarrh and those of the larynx 
death by suffocation. Migration of lumbricoidcs into the peritoneal 
cavity is a well-known fact. They have also been found in abscesses 
of the abdominal walls communicating with the intestines. Cases 
have also been recorded where they have penetrated into the bladder 
through an ulcer and been passed out with the urine. Giorgio Pelliz- 
zari reports a case where 16 round worms penetrated into the biliary 
canals and produced an abscess of the liver, a verminous abscess. 
Cases are known where they have pushed their way into the pancreas 
or hepatic ducts. Winslow found one in an Eustachian tube, llrn- 
neau described a case where one crawled out of the car of a young 
man, twenty years of age. Amatuz, Luzitanuz and Vrayct refer to 
two cases where a small ascaris issued from the external angle of the 
eye, and finally, Bizzozcro recalled the example of a small roundworm 
crawling into the nasal canal and issuing at one of the pnneta lacryma- 
lia. This singular case was observed in a child and is recorded by Pcr- 
roncito in his work on worms in man and the domestic animals.— Ga¬ 
ze/fa i/egli, Ospitali, No. 67, 1892. 

Frank H. Pritchard (Norwalk, Ohio). 

VI. Thiersch’s Skin Grafts in the Operation for Pterygi¬ 
um. By F. C. Hotz (Chicago). To insure the permanent success of 
operations for pterygium we must arrange matters so that the conjunc¬ 
tiva, after being released from the cornea, cannot be drawn back over 
the cornea again. In pterygia of moderate extent this is usually 
accomplished if we close up the gap in front of the retracted 
pterygium by drawing the conjunctiva from above and below to a 
horizontal linear wound, but if the pterygium is very broad, the 
defect in the ocular conjunctiva is so large that the edges of the 
wound cannot be united without considerable strain upon the sutures, 
which often tear out, the edges then separate, cicatricial tissue fills 
the gap and a return of the pterygium is the ultimate result. 
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In looking for some suitable material which might be substituted 
for the conjunctiva, Dr. Hot/, thought of Thiersch’s skin grafts, 
which, in a number of cases of symblcpharon had proven themselves 
an excellent material for patchwork in the conjunctiva. He had 
tried this plan in three cases. The pterygium was thoroughly dis¬ 
sected back from the cornea and selcro-corncal region and allowed to 
retract toward the caruncle as much as it would. Upon the large 
wound-area, resulting from the retraction of the conjunctiva, a 
Thiersch graft was placed, shaved off from the forearm and directly 
transported from the razor to the eyeball. It was found best to cut 
the graft a little smaller than the wound, especially in the horizontal 
diameter. The graft was spread out smoothly over the wound with 
one edge following the margin of the cornea; the graft adhered 
readily, and after two weeks its whitish color blended well with the 
white of the eye. 

The grafting experiment was successful in all three cases, inas¬ 
much as the grafted piece adhered firmly to the sclera along the 
corneal border, and formed a strong barrier which effectually stopped 
the conjunctiva from crossing the corneal border.— Am. Journ. 
Ophthalmology, July 15, 1892. 

Samuicl I.t.ovn (New York). 

VII. Prognosis of Actinomycosis. By Dr. Sciicanoe (Ber¬ 
lin). The writer has had an experience containing thirty observations of 
this disease, situated in different parts of the body, and especially in the 
neck and abdomen and from these he concludes that the outlook is not 
so grave as is generally thought. In order not to be induced to perform 
useless and severe operations it is well to know that actinomycosis may 
cure itself spontaneously by suppuration and the formation of fistula:. 
In order to favor this tendency it is well to be content with simple 
operations, as incision and curretting of the actinomycotic foci. The 
writer has operated on many cases thus and succeeded in curing sev¬ 
eral. In another case where there was extensive actinomycosis of the 
right maxillary, nothing now remains but a small fistula. A woman 
who had been affected with actinomycosis of the vicinity of the uterus 
is now completely cured. When first seen an operation was consid¬ 
ered impossible, and death was thought unavoidable. Finally, he in- 
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sists upon the point that even in grave cases of actinomycosis death 
may only take place after a number of years. Garni, of Tuebingen, 
also would not make the outlook as gloomy as is generally stated. 
Out of 20 cases observed in Tuebingen there were but 2 deaths. Sev¬ 
eral slight cases have been cured by simple operations. On the con¬ 
trary,in several patients where an operation was not radically performed, 
recovery took place after a few years. It is therefore useless to have 
recourse to severe operations. This relative benignity may be ex¬ 
plained in two ways: by the action of other microbes upon the acti- 
nomyces, a mixed infection, or by the influence of the air after the 
incision has been made on the anaerobic microorganism. V. Eiscls- 
berg, of Vienna, called attention to the fact that a case of actinomy¬ 
cosis was published last year which was treated by incision, curetting 
and subsequently by injection of Koch’s lymph. This produced an 
amelioration, and the patient was discharged, without further treat¬ 
ment. Three weeks ago lie was seen and found to be completely 
cured .—La Semaine Miilitale, No. jr, 1891. 

Frank H. Pritchard (Norwalk, Ohio). 

VIII. Pathology and Treatment of Surgical Gangrene. 
Ily M. Jf.annei. (Toulouse). In all cases it is the rule that gangrene 
does not become putrid except secondarily, and then it follows grad¬ 
ually, the symptoms generally dependent upon septic infections. 

But the order of the phenomena may be different, sometimes it is 
putrefaction which appears first or rather it is the septic vibriones or 
some other septic microbe, which colonizing in the tissues, determines 
the localized sphacelus or the general gangrene of the member where it is 
cultivated. Sometimes, on the other hand, it is the general coiKlition 
of infection that is first seen, and the least traumatism of a tissue or 
an infected region will provoke gangrene. There is then a septic 
gangrene and a gangrene by septicamiia or intoxication. 

Except the septic vibriones of Pasteur, no specific microbe of 
gangrene is known, but several, in particular, the different septic and 
pyogenic microbes, produce gangrene either in the region where they 
are inoculated or at some distant point by embolism. Several pro¬ 
cesses are possible: 
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1. Some very virulently septic microbes determine a general sepsis 
at first, of which gangrene of the inoculated member would be a 
symptom. 

2. Some other microbes, having special properties, grow at the 
point of inoculation with such intensity that they produce a local 
gangrene before invading the general system. 

Some other microbes more or less common, inoculated upon the 
member of an organism previously intoxicated, produce a gangrene 
of the region where they arc inoculated. 

All toxic gangrenes come under one of these types. Spreading 
gangrene or gangrenous septictcmia is the model of the first type 
under which the gangrenes of the infectious fevers (typhoid, variola, 
scarlatina, diphtheria, erysipelas, influenza) arc classed. Malignant 
pustule is an example of the second type. The third type would be 
represented by the gangrene of alcoholism, and of diabetes. 

The Contagiousness of Gangrene .—Trophic gangrenes remain 
localized in the region that sustained the injury, or the arrest of 
nutrition that produced them. Therefore, for their further increase 
some external influence, such ns a fresh traumatism, is needed. Hut 
the inoculation ol a microbe plays no role. So long as they 
retain their virginity these gangrenes are neither contagious nor 
infectious. 

On the contrary, toxic gangrene is putrid from its origin. It is 
the inoculation of the microbes that engenders it; they arc strongly 
contagious and infectious. 

Infection by and in Gangrene .—Trophic gangrenes, amicrobic in 
origin, are not infectious, Gattdolphc and Courmont have 'shown 
that the chemical reactions that go on in the midst of mortifying 
tissue do not engender septic toxincs. The danger commences when 
the gangrenous space becomes septic; scpticamiia is a complication, 
an accident in the course of a gangrene. 

Septic gangrene, on the contrary, is microbic from the begin¬ 
ning. It is always produced by a microbic inoculation which causes 
a local infection first, then an infection of the entire organism, of 
which the gangrene is the manifestation or symptom. 
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Tlic excessive virulence of the microbic poison in many cases 
creates an infectious state from which gangrene results. Hut the 
organism may be more or less prepared for inoculation ; it may be 
refractory, but it may be rendered sensitive to inoculation by certain 
diatheses, e. g., malaria, alcoholism and diabetes. 

The preceding pathological classification leads up to these 
important therapeutic conclusions. We divide them into three 
classes: 

1. Gangrene is trophic; but it may be still aseptic or amicrobic. 

The indications here arc ' cry clear. Septicaemia must be pre¬ 
vented ; that is to say, asepsis must be maintained even should ampu¬ 
tation be necessary. Amputation may have to be done in order to 
overcome the pain from the neuritis. Three methods are possible. 
First. Expectation and spontaneous elimination of the gangrenous 
segment. Second. Amputation after the formation of a line of demarca¬ 
tion. Third. Early amputation. Expectation is the necessary method 
when the pathological state of the vessels and nerves causing the 
sphacelus is due to constitutional causes, where the limits of the dis¬ 
eased area are well marked, and finally where the constitutional con¬ 
dition is such that a surgical operation could not be borne. Primi¬ 
tive amputation is the best method under all other circumstances. 
Later amputation is to be done when the reasons that have necessi¬ 
tated expectant treatment have been overcome. 

2. The gangrene is trophic but may have been inoculated. 

Amputation here is more important, but the same contra-indica¬ 
tions are observed as in the former case, except where a general septi¬ 
caemia-is established manifesting itself by a grave general condition and 
a septic phlegmon threatening the whole member. 

The only reasonable treatment then is to clear out all septic 
spaces with the thermo-cautery, washing them with sublimate solution 
and powdering them with iodoform and tannin; in other words to 
embalm the limb and treat the general conditions. 

3. The gangrene is toxic. No other means exist except expec¬ 
tation and embalming. Amputation has been advised but the published 
successes scent to be in cases of trophic putrid gangrene where it 
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lias been undertaken to avoid septicaemia .—Revue de Chirurgit, 10 
Mai, 1892. 

Samuel Lloyd (New York). 

IX. Remarks on Thorough Operations for Cancer of the 
Female Breast. By W. Roger Williams, F. R. C. S. (England). 
The unwritten principle underlying the operative treatment of cancer 
is, that if we completely extirpate the disease the patient will be radi¬ 
cally cured. The good results of thorough operations for cancer have 
nowhere been more decisively manifested than in the female breast 
(Hanks, Gross, Ktister, etc.). 

1. Incases of mammary cancer the whole gland is diseased, and 
must therefore be removed. In many parts of the body, such as the 
buccal cavity, the outbreak of cancer is commonly preceded by 
obvious hyperplastic changes (ichthyosis) of the surface cpithelia. 
Moreover, it is noticeable that these lesions are seldom limited to the 
precise starting-point of the cancerous disease. This clearly implies 
that the abnormal activity, which at a given spot culminates in cancer, 
affects in a less degree the adjacent cpithelia r f the region for a con¬ 
siderable extent. The question arises, whether all parts of the body 
in which cancer occurs arc not similarly circumstanced. Hcidcnhain 
has shown that every mamma containing a cancerous tumor is 
diseased throughout. Its secreting cells are unduly numerous, and 
they everywhere show signs of excessive reproductive activity, 
while the periacinous connective tissue is much increased, and infil¬ 
trated with small round cells. These results have recently been con¬ 
firmed by the observations of Messrs. Johnson and Beadles. It is 
impossible to doubt that parts in such a condition arc more prone to 
originate cancers than perfectly normal structures. Hcidcnhain is 
evidently right in maintaining that proliferating acini of this kind, 
left behind at the primary operation, are the germs whence most late 
recurrences arise. 

2. The female breast is normally a very imperfectly integrated 
organ; like the lachrymal and salivary glands, its constituent lobules, 
instead of being compacted together in a small space, a r e generally 
widely diffused, and often some of them are completely sequestrated. 
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Hcnnig lias shown that the fully developed female mamma 
has normally a tricuspid form, two of the cusps projecting towards the 
axilla—an upper and a lower one—and the other towards the sternum. 
The upper of these two axillary mammary extensions is very often 
prolonged round the border of the pectoralis major muscle, right into 
the axilla; and the same occasionally happens with the lower one. 
The sternal prolongation sometimes reaches as far as the edge of the 
sternum, which it occasionally overlaps. In the ordinary operation of 
amputation of the breast, these processes are almost invariably cut off 
and left behind. The mamma is embedded in fibro-fatty tissue, which 
forms a thick layer anteriorly, but posteriorly it is generally defective. 
Here all that intervenes between the concave base of the gland and 
the sheath of the subjacent pectoral muscle, generally is some loose 
areolar tissue. In this outlying glandular processes may nearly always 
be found, which, according to Heidcnhain, not only adhere to the 
subjacent muscular fascia, but often penetrate it, and even become 
embedded in the muscle itself. Here also numerous lymphatics are 
found. In cases of mammary cancer, these structures, as Heidcnhain 
has shown, are nearly always diseased; and at ordinary operations 
they arc almost invariably left behind. Heidcnhain found, on carefid 
examination after removal, that the disease had not been completely 
extirpated from this situation in 12 out of 18 breasts consecutively 
amputated for cancer ; and lie predicted recurrences, which soon fol¬ 
lowed. To obviate this he recommends that the fascia over the pec¬ 
toral muscle, together with a layer of the subjacent muscular sub¬ 
stance, should be removed in every case. 

3. In the vicinity of the mammary gland, completely isolated 
supernumerary mammary structures are of very frequent occurrence. 

Structures of this kind, left behind after operation, sometimes 
originate late recurrences. 

Of 29 such cases, 19 of which came under my own observation, in 
15 the tumors were axillary, in 8 they were sternal, and in 6 they were 
situated above the breast. 

In this connection it may be mentioned that cancerous tumors 
are more prone to develop in some parts of the gland than in others. 
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Its periphery, for instance, is a much commoner seat of the disease 
than its central part. 

Most of the peripheral tumors are met with at the upper and 
axillary parts of the gland. This, in the main, coincides with the 
results arrived at by Winiwarter and Gross. 

4. On careful examination of the periphery of such a growth 
it will be seen that the passage from the diseased to the healthy tissue 
is by no means sharply defined; the irregularly growing edge of the 
cancer is, so to speak, dovetailed into the surrounding pre-existing 
tissues. 

If we examine the growing edge of a mammary cancer we shall 
find that one way in which the disease progresses is by the continuous 
centrifugal extension of ingrowing epithelial processes. These spread 
most rapidly in the directions of least resistance, which are usually 
along the adjacent lymphatics and perivascular sheaths. These 
Kuster has found distended with cancer cells. Fine, elongated, cord¬ 
like processes of cancerous growth thus arise, which often extend 
from the tumor far into the surrounding tissues, especially posteriorly. 
In connection with these, nodular growths often develop, which, to 
the naked eye, may appear to have no connection with the primary 
tumor. In addition to these, there are frequently found in the vicinity 
of the primary tumor really discontinuous nodules, which are the first 
signs of regional dissemination. These arise, as Langhans, Waldeyer, 
and others have shown, from cellular elements detached from the 
primary tumor, and conveyed thence by the lymphatics or veins, or by 
their own spontaneous movements. In addition to the foregoing, 
small discontinuous satellite nodules are occasionally found in the 
vicinity of the main tumor, which arise as spontaneous outbreaks of 
the disease in outlying proliferating acini. To avoid these sources of 
danger, the incision for the removal of the disease must be carried as 
far as possible from the primary neoplasm.— Med. Chrou., June, 1892. 

Samuki. 1 .1.ovd (New York). 

X. A Contribution to the Statistics of Cancer of the 
Female Breast, lly Dr. G. Diktrich (Altenach). D. presents an 
exhaustive and critical analysis of the cases of mammary cancer 
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observed in Lilcke’s clinic at Strasburg during the decade ending with 
1890. Of these there were 104, exhibiting 100 primary opera¬ 
tions—two in which the breast alone was removed, 98 in which the 
operator invaded the axilla. 

The tables are modeled essentially after the plan followed by 
Winiwarter, Oldecop, Sprengcl and others, and present nothing excep¬ 
tional or striking. The largest number of cases occurred in the five 
years between 46 and 50; 19 per cent, of the women had borne more 
than 6 children, in 12 cases there was a history of mastitis,.in 10 one 
of trauma; three cases were preceded by eczema about the nipple. 
Hereditary predisposition was present in six cases. 

The upper and outer quadrants were affected far more frequently 
than the lower and inner (as is also stated by Winiwarter and Olde¬ 
cop). All cases were histologically examined by von Recklinghausen, 
so no doubt remains regarding diagnosis. 

8 patients, 7.6 per cent., died shortly after operation, 3 from 
erysipelas, 1 from croupous pneumonia, 1 from pulmonary embolus, 
the remainder from metastascs. As regards the chief point, ultimate 
result, we find 13 patients, 16.2 percent., free from recurrence up¬ 
wards of three years after operation. This includes two cases which 
succumbed to inter-current disease—free from rccidivity,—5 years 
after removal of the tumor. Late recurrence in the third and fourth 
years, was noted in three cases. 

[It is to be regretted that the author docs not separate the cases 
extensively involved from those seen and attacked while the disease 
was in its early stage. It is manifestly unjust, in computing statistics 
of any form of malignant disease, to allow the percentage of “cures” 
to be made up from a list embracing advanced cases.]— Deutsch. 
ZtUsch.fiir Chin, No. 33, Heft 4 and 5. 

Ciiari.es A. Powers (New York). 


XI. A New Method of Controlling Hemorrhage During 
Disarticulation of the Hip. By H. W. Boone, M. D. The fol¬ 
lowing plan of securing the clastic tourniquet lias been suggested : 
Get a new pair of suspenders of non-elastic webbing, such as men 
wear to keep up their trousers. Surround the sound thigh at the groin 
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with a soft handkerchief, folded to make a band, and which has been 
made antiseptic. Put the knot on the outer side of the limb, pass two 
stout tapes, eighteen inches long, under this band in front, and also 
one behind the thigh. Fasten these loops of tape through the two 
button-holes in the front straps of the suspenders and the one button¬ 
hole at the back of the suspenders, on the sound side of the body. 
Lay the patient on his sound side; then put two tapes, about five 
inches apart, along the trunk and the back of the thigh that is to be 
amputated ; keep them in place by the hands of an assistant, or by 
adhesive straps across them; lay two tapes, five inches apart, along 
the front of the thigh and abdomen, and keep them in position. 
Pure elastic tubing, half an inch in diameter, is then wound five or 
six times around the thigh, keeping it well up at the very highest 
point at which it can be applied ; then secure by tying it. Take the 
two posterior loops of tape in the hand and tie one tape securely in 
each one of the posterior suspender-straps. Take the two anterior 
loops of tape in the hand ; fasten them through the two front button¬ 
holes in the front straps of the suspenders, and then let the assistant 
tighten up the suspenders by drawing the straps through the buckles, 
while the surgeon is elevating the clastic tube from the body and 
drawing it further upward. In this way the surgeon can adjust the 
clastic tube to suit himself. It is firmly held; cannot slip, and it 
needs no assistant to look after it. He can slack up the tube and cut 
the tapes whenever he wishes to do so. In this way the punctures 
through the thigh are avoided. 

XII. Treatment of Syphilitic Strictures of Rectum by 
Means of Kraske's Sacral Extirpation, lly Dr. 15. Hkrczei.. 
The successful treatment of these strictures constitutes one of the most 
intricate problems of surgery, not only on account of the considerable 
loss of substance, but also because the interstitial cellular tissue be¬ 
comes inflamed to such an extent that a rigid infiltration of the walls 
of the rectum and the adjacent tissues takes place. 

This rigid infiltration usually causes the anal portion of the rec¬ 
tum to present itself as a stiff, long and unyielding tube. The occur¬ 
rence of a shrinking process in the cellular tissue maintains a contin- 
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ued tendency to cicatricial contraction, and the ordinary therapy, bon- 
gic-treatment, becomes illusory in many cases, owing to the irritability 
of the mucous membrane. 

Cure is often partly attained in cases of short cicatricially con¬ 
tracted strictures which are not too high up in the rectum (most 
strictures arc, fortunately, only a few centrcmetres above the anal 
aperture) by means of treating with Paquelin or Galvano cautery or, 
in bad cases, by sphincterotomy. But a complete cure is but rarely 
possible. 

Cure is still more problematical with ring-shaped, strongly cica¬ 
tricial contractions. Here we may excise the ring (according to 
Dicfcnbach) and sew up the mucous membrane, j 

Those cases are most diflicnlt in which the constricted portion of 
the gut is long and narrow and reaches high up, since the fistnlar ducts 
entwine and lace the rectal lube which resembles a thin, hollow cord 
imbedded in a strongly resistant callous cicatrix. Fatccs are kept back; 
digestion is disturbed ; the pains in the stomach become terrible. 
Suppurations often appear around the rectum, followed by pelvic peri¬ 
tonitis; the patients emaciate greatly and look cachetic. liven the 
repeated clearings of the posterior rectal wall arc only tempo- 
; arily successful; stenosis will rc-appear, sooner or later, and the more 
rapidly, the higher the stricture reaches. 

English operators especially have, in such extremely critical cases, 
procured a lasting canal for fecal circulation by an artificial anus in 
the region of the sigmoid fiexure. 

But such an anus is a very defective substitute and, after all, only 
a palliative measure. The possibility of a normal fecal discharge at 
its natural place has, I am convinced, been found in Krasko's sacral 
intestinal extirpation, by which even very high strictures can be radi¬ 
cally resected and cured. 

'l’he results of this operation having been excellent in two cases 
reported by Richclot and Fcrmir, H. undertook it with a woman 
afflicted with a luetic stenosis about eight cm. long and nearly complete. 
The intestinal resection was very complicated and difficult, but highly 
successful, the patient being free from pain, visibly improving and 
having one normal and easy discharge. 
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The incision was fourteen cm. long from tire right rim of the sacrum 
outward down to the rectum. The coccyx was resected and the sacrum 
above tire fourth sacral foramen was transversely chiselled off. The 
entire periproctal cellular tissue was largely infiltrated. The thinned 
rectal tube was imbedded in a compact mass. The parenchymatous 
bleeding from this cicatricial mass was strong, and could be overcome 
only by suturing the vessels and compression. 

After two hours’ hard work, the rectal tube was prepared to the 
extent of about 14 cm., and opened at the height of about 12 cm. The 
peritoneal cavity was fortunately still closed. The intestinal tube was 
now split longitudinally and revealed the fact that the upper end 
of the fissure lay about 2 cm. above the contracted part in healthy 
mucous membrane, and that therefore, the stricture itself was about 
7j/ cm. long. The patient suddenly collapsed. The operation could, 
therefore, not be terminated typically, it being impossible, in conse¬ 
quence of cicatricial, infiltration, to draw the central rectal piece up to 
the external sacral skin. The distal half of the rectal stump was, 
therefore, amputated, and the free border of the central, movable 
pedicle (the posterior half of which was cleft) was fastened to the sa¬ 
cral skin with 4 silk-worm sutures. Six other such sutures united the 
raphe and the former anal mouth. Iodoform gauze tamponade of the 
periproctal cavities. 

The progress was perfectly satisfactory, without reaction or fever. 
— Weiner Med. IVocA., No. 27, 1892. 

Samukl Lloyd (New York). 

XIII. Researches Regarding the Healing of Severed 
Tendons, especially the Tendo Achilles. Uy Otto Hussk 
(Greifswald). Afterareview of the work and conclusions of Gucterbock, 
Souricr, Velpeau, lirogoff, Dcmbowski, Kbrner and others, H. details at 
length experimental investigation carried on by himself at the Greifswald 
clinic, as a result of which he arrives at the following conclusions : 

t. Wood extravasation only prolongs the duration of healing and 
in no way contributes to the process 

2. It is impossible for immediate union of the cut surfaces to take 
place. Thcreis always an intermediate space. 
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3. Lengthening, after division of tendon, can be lessened or 
quite done away with by suture. 

4. The newly formed tissue is not, three months after the divis¬ 
ion, completely that of the tendon. It consists of parallel fibres 
arranged in bundles, between which the cells- lie. These primary 
bundles are joined by loose connective tissue into secondary, stationary 
masses. 

5. The cells of the surrounding connective tissue and of the ves¬ 
sels form the major part of the new tissue. 

6. The tendon corpuscles begin to proliferate only when the cut 
ends of the tendon become invested with new vessels.— Dcutsch. 
Zeiisch. /. Chir., lid. 33, Heft. 1. 

Ch.vri.es A. Powers (New York). 

NERVOUS SYSTEM. 

I. A New Osteo plastic Procedure in Spina Bifida. Uy 
l'rof. A. A. llomtotT (Moscow). The author details an operation 
which he successfully carried out for the radical cure of a sacral mcn- 
ingo-myelocele in a boy of eight years, in which, after replacement of 
of cauda equina and nerves within the spinal canal, he excised the sac 
of the tumor and transplanted a segment of bone from the ilium to 
fill the gap in the sacrum. 11. thinks this procedure applicable to 
cases of spina bifida sacralis and lumbo-sacralis, and proposes that in 
defects in the upper lumbar or dorsal vertebra:, a piece of bone be taken 
from a rib. 

He emphasizes, with right, the value of excision in spina bifida. 
— Original Article in Centbl.fiir Chir., 1892, s. 495. 

Ciiari.es A. Powers (New York). 

HEAD AND NECK. 

I. A Case of Osteoma of the Frontal Sinus, Uy Dr. P. 
Nakel (Liebcnthal). A healthy girl of eighteen years had noticed, dur¬ 
ing three years, a steadily increasing tumor of the right frontal region. 
It was accompanied with occasional pains of greater or lesser severity, 
and when seen had reached the size of an apple. Incision over the 
frontal sinus revealed a rounded, smooth, bony tumor pressing forward 
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the anterior wall of the sinus and attached by a bony pedicle, 5 
cm. by 1 cm., to the junction of the frontal and ethmoid bones. 
Secondary suture, immediate healing, erysipelas in scar, followed by 
prolonged suppuration in the sinus and filial cure. The tumor meas¬ 
ured 7 cm. by 2 cm. and weighed 33 grm. 

He is able to find record of but nine similar cases.— Dattich. 
Zeit.f. C/iir., lid. 32, Ileft. 2 and 3. 

Ciiaki.es A. Powers (New York). 

II. Congenital Tumors of the Neck—Symmetrical. By 
Dr. A. Tiet/e (Breslau). T. reports a case of this rare condition, ob¬ 
served in Fischer's clinic at Breslau. The patient was a girl of two 
years, whose parents had noticed, since birth, a small swelling on each 
side of the neck. These were situated just above the middle of the an¬ 
terior border of the sterno-mastoid muscle and projected 1 cm. on one 
side, cm. on the opposite side. Kach was conical; on extirpa¬ 
tion the right tumor was found to contain a bit of bone, the left a small 
piece of cartilage. While unilateral, cervical, congenital tumors are 
not infrequently met, those which are double are rarely encountered.— 
Deutsche Zeitsch. fur Chir. Bd. 32. 

Ciiaki.es A. Powers (New York. 

III. Result of Linear Craniotomy. By Wii.i.iam H. Morri¬ 
son (l’a.). A patient operated upon by Dr. Morrison and reported in 
the New York Medical.Record, July 18, 1891, shows at the end of a 
year after the operation a decided improvement. Within this time 
lie grew five and three-quarters inches in height. The head measure¬ 
ments had increased half an inch in the occipito-frontal circumference, 
one inch in the semi-circumference, from one external auditory 
meatus to the other, one-quarter of an inch in the biparietal diameter 
and no gain in the hi frontal diameter. 

The incision through the bone which was made three-eighths of 
an inch in width is now not more than one-eighth of an inchin width. 
In studying the measurements of the head, it will be noted that while 
all the dimensions have been increased, the greatest gain has been in 
the semi-circumference from one auditory meatus to the other, 
amounting to one inch. As the biauricular line represents two-thirds 
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of the circumference of the skull at this point, an increase of one 
inch in the length of this line would correspond to an increase of 
about one-half inch in the diameter, but as the biparietal diameter 
shows an increase of only one-fourth of an inch, it appears clear that 
the skull has expanded more vertically than laterally. 

While the nutrition of the muscles of the lower extremities has 
improved, there is still decided want of development. He climbs up 
by chairs, and stands indefinitely. He will follow the chair as it is 
moved, and will walk if supported by the hand, but his gait is very 
unsteady. He can stand alone and has done so for half a minute at 
a time, but is in great fear of falling. He has been found half way 
up a steep stairway. He listens attentively when spoken to, and 
seems to understand what is said to him. He protrudes his tongue or 
offers his hand when asked. When lying down, if told to got up, he 
does so. He knows what he wants and asks for it. He has acquired 
many words and puts them together intelligently in short phrases and 
sentences. He plays with other children and seems to enjoy himself. 
The annoying, unmeaning crying spells, which were of daily occur¬ 
rence prior to the operation, have not since occurred.— P/ii/a. Times 
ami Keg., July 6, 1X92. 

Samuel I.i.ovii (New York). 

CHEST AND ABDOMEN. 

I. Extirpation of a “ Neck Rib ” for Pressure on the Bra¬ 
chial Plexus. IlyDr. Gkoro Fischer (Hannover). Holmes Coote 
repoits a case in which an exostosis on a “ hals rippe ” pressed upon 
the brachial plexus; it demanded excision of the bone, but aside from 
this there seems to be no case parallel with that reported by Fischer. 

His patient was a woman of 21 years, who had suffered, during 
seven weeks, severe pain in the neck and left arm, together with cramps 
in the fingers. Examination revealed a hard tumor in .the supra 
clavicular region, which upon incision proved to be a short rib spring¬ 
ing from the eighth cervical vertebra, compressing the nerves in their 
passage over the first rib. Excision. Cure.— Deutsch. Zeilsch. fid 
Chir ., Bel. 33, Hft. 1 


Charles A. Powers (New York'. 
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II. Operation for Intestinal Obstruction Immediately 
Following Abdominal Section. By John W. Tavi.or, F. R. C. S. 
The site and extent of the obstruction arc the most important things 
to determine. If much bowel is involved in recent inflammatory 
disturbance and adhesions, enterotomy should be performed. If the 
extent of obstruction is small, limited to the site of the operation, 
probably caused by recent adhesions to pedicles or other known 
sources of irritation, the abdomen should be promptly re-opened and 
ibe adhesions broken up. In this case the operation should be per¬ 
formed early, should be certain in its direction or aim, and deliberate 
in its execution. He reports three cases 0]>crated upon within three 
months. The first was a case of peritonitis, and enterotomy was per¬ 
formed six days after the removal of a tumor of the right ovary. 1'hc 
patient died exhausted on the twelfth day. The second was one of 
tubal pregnancy when, thirty-six hours after the removal of the tube, 
secondary operation was successfully carried out. The third opera¬ 
tion was done for inflammatory effusion and adhesions close to the 
abdominal incision, and was also successful.— Am. Journ. Ohstet ., 
July, 1892. 

III. Catheterization of the Biliary Passages. By MM. 
Terrier et Dai.lv (Paris). The authors give a careful resume of the 
anatomy of the biliary passages, and they have undertaken to catheterize 
these passages on twenty subjects. They have been successful five times, 
unsuccessful twelve and in three cases they were doubtful, and they con¬ 
clude that catheterization of these passages is not always possible, 
because of the valves in the cystic canal, and consequently they have 
been unable to formulate rules as has been done for the urethra. The 
procedure is more oftert successful in pathological than in normal 
conditions, because the passages are dilated by the retention of the 
bile. In some of these cases, however, either because of the variations 
of the cystic canal, or on account of the persistence of the valves, or 
because the cystic cattal opens upon the lateral wall of the gall-bladder, 
it may be difficult. Forced catheterization, even with a finger under 
the liver in the abdomen seems to us difficult and dangerous. 
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AH catheterizations should he done with sterilized instruments.— 
Revue de Chirurgie, to Feb., 1892. 

Samuel Lloyd (New York). 

IV. Gunshot Wounds of the Gastro-Intestinal Tract. 
By Dr. Paul Klkmm (Rija). It may simply suffice to say that, after a 
careful study of cases of'penetrating abdominal wounds received into 
the hospital at Rija as well as after experiments on animals and a 
review of the literature of the subject, K. ranges himself with those 
who believe every such injury to demand exploratory laparotomy. 
This we believe to be the view held, with few exceptions, by American 
surgeons.— Deutsche Zeit. f. Chir. Bd. 33, Heft. 2 and 3. 

Ciiaki.es A. Powers (New York). 

V. Intra-peritoneal Rupture of the Urinary Bladder. 
By Dr. II. Sciii.ange (Berlin). S. adds yet another case of intra-peri¬ 
toneal rupture cured by immediate laparotomy. His patient was a 
man of 34 years who, while the bladder was well distended with 
urine, was run over by a heavy wagon. Plain evidences of rup¬ 
ture. Laparotomy at end of 24 hours. 

Of interest is it to note that the urine was removed from the 
abdominal cavity by carefully mopping it up with sterilized gauze 
napkins. No irrigation. The intra-peritoneal rupture closed by cat¬ 
gut suture. An extra-peritoneal tear was plugged by iodoform gauze. 
Complete cure, the patient being discharged at the end of five months 
with a functionally capable bladder.— Archiv. ftir h/iu. Chit., Bd. 
43, Heft. 1. 

Ciiaki.es A. Powers (New York). 

VI. A Practical Substitute for Decalcified Bone Plates 
in Intestinal Anastomosis. By Dr. R. von Baracz (Lemberg). 
Von B. proposes the use of plates made from raw Swedish turnips, 
on the ground that, they arc easily obtained and (piickly prepared. lie 
has used them satisfactorily on dogs and on one living man. They 
seem to offer no advantage over the potato plates suggested by Daw- 
barn, and we believe that American surgeons generally prefer, at 
present, simple unaided suture to the use of plates of any kind.— 
Original Article in Cenlbl fiir. Chir., 1892, p. 481. 

Charles A. Powers (New York). 



CHEST AXD ABDOMEN. 


275 


VII. Gastrorrhaphy for Diminishing the Size of a Dila¬ 
ted Stomach. By Rout. F. Weir, M. D., (New York). In acase 
suffering from a recurrence of the symptoms of pyloric stenosis a year 
after gastro-entcrotomy, Weir opened the abdominal cavity and found, 
by passing the finger by inversion of the intestinal walls into the stomach, 
that the opcninginto the latter organ was at least ft of an inch in diam¬ 
eter. Opposite the gastric opening the lumen of the jejunum was 
increased to nearly double the usual size, the enlargement extending 
a distance of three to four inches on each side of the gastro-enteric 
opening. Beyond this point the intestine became normal in appear¬ 
ance. The operation then undertaken was the attachment of the 
greater to the lesser curvature along the portion of the stomach to the 
left of the gastro-enteric opening. This was done as follows : 

In the centre of the space between the upper and lower borders 
of the stomach a dimpling in of the gastric wall was made first by 
pressure of a sound to a distance, say, of an inch. A row of eight or 
ten interrupted silk sutures was now made, passing through the serous 
and muscular coats for a distance of from six to eight inches, and the 
sound withdrawn. A second series of sutures, at about an inch from 
the first, was again made dimpling in an additional portion of the 
stomach wall and in a similar manner. A third and fourth row of 
interrupted silk sutures were applied, until, through a distance of some 
four to five inches the greater curvature was applied to the lesser 
curvature. When this was completed, a double fold of the stomach, 
estimated equal to the breadth of the hand and nearly its length, had 
been made in such a way that this projected into the cavity of the 
stomach. 

Since the operation the patient has been free from the vomiting 
and distressing feelings, and has gained in strength and weight. 
Birchcr, of Aarau, Switzerland, had operated previously upon three 
cases after this method j all three have been successful. If the dilatation 
of the stomach be associated with a recognized simple pyloric stenosis, 
and this obstruction be overcome by an operation for the relief 
of the stenosis the surgeon may consider the advisability of cither 
immediately remedying the undue dilatation by gastrorrhaphy or 
effecting this diminution in the size of the organ more properly 
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at a later date, when it has been shown that relief was not to he 
accomplished by the primary surgical procedure. This operation 
of diminishing the size of the stomach, from the simplicity of 
its operative technique, may be assumed to be one of comparative 
freedom from risk, though, of course, further experience is required 
to pronounce with any positiveness on such a point as this. It would 
therefore seem to be properly applicable to those cases of dilatation of 
the stomach which are constantly found running to a hospital, who 
are only improved temporarily by the use of lavage and whose progress 
is associated with repeated relapses.— N. V. AM. Jottrn., July 9, ’92. 

Samuel I.lovd. 

VIII. Pyloroplasty for Stenosis after the Heineke-Miku- 
licz Method. Dr. F. Lange, (New York.) has reported the case of a 
man, twenty-nine years old, whose family history was good. He had been 
in good health until about six years ago, when he commenced to suffer 
from dyspeptic trouble. He was treated for a long time;for nervous dys¬ 
pepsia and gastric catarrh, but never for supposed ulcer of the stomach. 
Though he often vomited, he never vomited blood, and no blood was 
observed in his stools except what was readily explained by the pres¬ 
ence of moderate piles. Within the last year he had often vomited 
large masses containing particles of food that had been swallowed from 
a day to three days previously. The degree of acidity had often been 
examined and found to be abnormally great, as stated by his attending 
physician, lie had often very severe cramp-like pain in the region of 
the stomach, radiating toward the back and the space between the 
shoulders. His bowels were regular. 

An examination by inflation proved the stomach to be considera¬ 
bly dilated. An indistinct hardness could be felt in the region of the 
pylorus, also some pain on deep pressure. The patient was emaciated 
but did not present a cachectic appearance. Laparotomy was done. 
The pylorus was covered by the gall-bladder, omentum, and large 
intestine, which had to be separated with the thermocautery, scissors, 
and blunt manipulations to get access to the pylorus. The separation 
of the gall-bladder was especially tedious, and in this attempt the 
lumen of the stomach, close to the stricture, was burned into. The 
pylorus was greatly narrowed and felt like a hard ring; a longitudinal 
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incision an inch long into the stomach and a like incision into the 
duodenum proved its lumen as narrow as a lead-pencil. The longitu¬ 
dinal wound was closed by two rows of suture, an internal catgut and 
an external silk suture. The application of a loose iodoform-gauze 
tampon and union of the laparotomy wound finished the operation. 
The wound through the abdominal wall was a longitudinal incision in 
the linea alba, with a shorter transverse one to the right, about three 
or four inches in length. The operation was very tedious, requiring 
over two hours. The patient made an uninterrupted recovery and 
was discharged after four weeks. His pain had not returned since the 
date of the operation, and he was in fair health and gaining. 

From a paper by Dr. Senn, who reported two of his cases with 
favorable result in November, 1891, it appeared that this was the 
eleventh case on record, and that the operation yielded safe and good 
results .—New York Predica! Journal, June 25, 1S92. 

BONES.—JOINTS.—ORTHOPAEDIC. 

I. Congenital Muscular Wry Neck. Ity Fkkdixaxd Petkr- 
sos. Dr. Peterson, after discussing at length the various theories in 
regard to this condition, and reviewing a number of reported cases, 
draws the following conclusions from his researches and experiments: 
t. In all literature no case of wry neck has been proved to have been 
caused by the rupture during birth of a normal stcrno-clcido-mastoid 
muscle. 2. Clinical experience with the results of rupture of muscles, 
and also the negative results of experiments on animals, are opposed to 
considering this condition a cause of wry neck. 3. The occurrence 
of intra-utcrine shortening of the stcrno-clcido-mastoid is known. 4. 
From clinical experience and experiments on animals it is known that 
the approximation of the origin and insertion of a growing muscle 
leads to its shortening, 5. An abnormal condition of the amnion 
explains easily the intra-utcrine origin, the frequency of implication 
of the right side, as well as the frequent presence of wry neck in 
breech presentations and difficult labors. 6 . Stromcycr’s theory of a 
traumatic origin of wry licck has not up to this time been proven. 7. 
The practical result is that the physician or midwife is not to be 
blamed for the occurrence of this deformity .—Zcilsckr fiir Orthop. 
Chir. Ild. I., lift. I. T. ItAi.sTP.n Myprs. 
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II. Operations upon the Knee-Joint from March 187710 
March 1892. lly Ciiaki.es T. Poore, (New York.) Twenty-eight 
knee-joints have been excised, five erased and in nine the articular 
ends of the bones have been operated upon. 

In the excision cases, twenty-two were cured, one had some bony 
union, four died and two had the limbs amputated. The shortening 
varied from “ slight ” to four inches. In some of the cases it increased 
slightly after the patient was discharged from the hospital. The use¬ 
fulness of the limb has been good. There was some bending in the 
later but none in the earlier cases. The five eases of crasion rcsidted 
in two having to have excision performed and in cure for the other 
three. 

Two conditions render excision necessary : 

1. Disease in the articulation. 2. Deformity with or without 
disease. In cases of disease only enough bone has been removed to 
obtain a fiat bone surface, unless the trouble in the bones is great. All 
abscess cavities, with caseous masses arc thoroughly curetted and dis¬ 
infected. Sinuses in the bone arc followed to their termination and 
the walls scraped. Sometimes large abscess cavities are drained 
through a separate opening made in the shaft. Stuffing the cavity 
with decalcified bone, without drainage, has been successful. Sinuses 
in the soft parts are dissected out and the edges sutured. Patella is 
generally removed. Although both nails and wire are used it is cer¬ 
tainly better to do without cither of them. Plaster of Paris splints 
are not considered satisfactory. Drainage-tubes arc not used, but a 
small pledget of iodoform gauze is'introduccd into the lower margin of 
the wound. Three thin splints are applied over the dressing, one ex¬ 
tending from a point as high up as possible to below the foot, the 
other two laterally, and the leg is slung for twenty-four hours. After 
the skin wound is closed it is put up in plaster of Paris. 

Disease evidently |bcgan in the bone in at least eleven cases. In 
cases of dislocation of the tibia, which was much more frequently the 
seat of the disease than the femur the disease of the articulation docs 
not seem to run so destructive a course. In this condition the ends 
of both bones very frequently become altered in shape. The manage¬ 
ment of the cavity left by the removal of the pus in the end of the 
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bone is not simple as it would at first seem. Left to itself it will not 
fill in, but a sinus connecting with the bone cavity will persist and 
discharge for years, the surrounding bone becoming more and more 
condensed. Three methods for filling in these cavities have been 
employed: blood clots; implantation of decalcified bone; N'eubcr's 
operation of implantation of a skin flap. The first has not been tried 
in these cases; in one case the second was successful, blit better results 
have been obtained from the last method. 

Cases of tubercular disease of the synovial membrane where the 
swelling comes on insidiously without much pain or tenderness in 
pressure, and where the skin is white and infiltrated, are cases for early 
amputation. 

III. A New Working School Chair and Sewing Cushion, 
lly Dr.IVm. Schui.thkss. Dr. Schulthcss, having lately written on the 
subject of the spinal curvatures of sitting children, makes a practical 
application in the present paper of some of the facts observed. The 
lack of interest displayed in the scientific construction of scats and 
chairs, as evidenced by the wretched models in use in our public places 
and conveyances, and the real importance of this matter to the health 
and comfort of not only the children, but of us all, make such papers 
as this useful and details necessary. 

The total inclination of the seat of the chair Dr. Schulthcss has 
devised is eight degrees. It is composed of three boards, the hinder- 
most corresponds accurately with the total inclination; the middle board 
is set at the greater angle of fourteen degrees'with the horizontal, in 
order to prevent the pelvis from sliding forward ; the anterior has an 
inclination of only four degrees. The back part of the seat must not 
be inclined upwards at all, as this would by piling up the clothes inter¬ 
fere with the proper use of the seat. 

The back of the chair is set at an angle of one hundred degrees 
with the total inclination of the seat, and if prolonged downward, 
should fall 8-10 cm. behind the spot on which the tuber ischii rest. 
If this distance is too small, the lower border of the back which must 
not extend below the mid lumbar region, pushes forward this part of 
the spine and with it the pelvis which prevents the scholar from using 
with comfort the back part of the seat, or makes a very kyphotic 
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position necessary. If this distance is too great there arises too great 
an inclination of the sacrum backward with a tendency of the body to 
slide forward, causing a strongly bowed position of the spine,—which 
by the way is very liable to be overlooked, as the upper part of the 
body seems pretty straight. There is a slight transverse hollowing out 
of the two boards composing the back of the seat, more marked in 
the lower one to correspond to the configuration ol the body. The 
author found by experiment that this inclination backward allows the 
spine to stretch out, and produces pressure conditions in the great 
body cavities similar to those in standing. Besides, to retain this 
position requires the least possible expenditure of force, as is demon¬ 
strated by the fact that should a person so seated faint, he would 
remain sitting and would not fall over forward. A foot bench is 
required with its upper surface inclined towards the chair. 

The sewing cushion recommended by Dr. Sclmlthcss is to be used 
on a flat table and consists of a cement or heavy wooden wedge-shaped 
block. Its upper surface slopes toward the scholar, while the back, 
right, and left sides are perpendicular. The lowest part runs out in 
a level surface about 4 cm. broad, which forms a sort of balcony. 
Only the highest edge is upholstered for attaching the work. In use 
the scholar places the left hand on the balcony and fastens the work 
at the highest point, thus the material descends toward the hand, 
thereby giving a good view of the field of work. The scholar, there¬ 
fore, is not inclined to assume faulty positions in order to secure better 
illumination. 


As children of various ages must be instructed, the size of the seats 
must be graded, and the measurements are as follows, in centimetres : 
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IV. Cases of Bending ofthe Neck of the Femur. By Dr. 

J ui.ius Schultz. From the clinic of Dr. Hoffa Dr. Schultz reports the 
following case. A perfectly healthy girl of 14 years complained of a 
gradually increasing limp, which had first been noticed when she was 
3 years old. She also became tired quickly when walking. There 
were no other symptoms. Examination showed the trochanter major 
on the right side to be 7 cm. above the Roser-Nelaton line, but there 
was no shortening of the bones below the trochanter. There was 
slight atrophy of the muscles about the hip, adduction was slightly re¬ 
stricted, but all the other motions were free. There was no disloca¬ 
tion. The family history was good, and the patient had never pre¬ 
sented any of the symptoms of rickets. A small ulcer had been seen 
over the right hip when the limp was first ■ noticed, but it quickly 
healed without treatment and left no scar. There had been no trau¬ 
matism, and at no time had there been any evidence of inflammation. 
Dr. Hoffa made a subtrochanteric resection, and a new joint with free 
motion, and but 3 cm. shortening of the limb was recorded at the end 
of six months. There was no pathological change in the acetabulum, 
the joint capsule, the cartilage or the ligamentum teres. The head of 
the bone seemed, however, only two-thirds of its normal size, the loss 
being on the side nearest the epiphyseal line. The neck of the femur 
met the shaft at an angle of 0 o° instead of the normal iz6°. It was 
bowed with convexity upward, and there was a second bowing with 
convexity forward. All the neck, but only the upper third of the 
head, was in the line of direct pressure of the body’s weight, and these 
parts were markedly sclerosed. 'This appearance was gradually lost at 
the junction of the neck with the shaft and trochanter. There was 
no bony callus anywhere nor any other evidence of inflammatory 
processes. 

The case was considered one of rachitis localized in the neck 
of the femur, and the curvature in the vertical direction to be due 
solely to pressure from above, while the rotation was ascribed lo the 
action of the powerful external rotators attached to the great trochan¬ 
ter. The adduction was limited by the shortness of the inferior bor¬ 
der of the neck and blocked by the lower edge of the acetabulum. 
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Roscr in 1S43 and Zeis >» *^ 5 ! had described this condition, but 
had not made the correct diagnosis. 

Similar cases had been reported by Ernest Muller {Beitrage zur 
klin. Chir. Tubingen 1889 IS. 4), Rotter and Lauerstcin {Arch. f. 
biin. Chir. Berlin, 1890. /?</. 40), the latter having proved by mi¬ 

croscopic examination the rachitic origin of his case. Investigating 
further now the hip conditions and relations in rachitic children and 
adidts, he found that in a great number the trochanter major was 1-2 
cm. above the Roser-Nelaton line, and that there was a pathological 
bending of the neck of the femur, this slightly restricting abduction 
and rotation. As both limbs were similarly affected, however, these 
changes rarely gave rise to any symptoms. 

This condition is 011c of adolescence, though it sometimes begins 
earlier, and is usually unilateral. The vertical curvature is constant, 
but the rotation may be either backward or forward. 

Dr. Schultz advises antirachitic treatment, and in the progressive 
stage in order to prevent bowing, the use of extension of the limb at 
night and a protecting splint while walking, a high sole being worn 
on the sound side, lie recommends massage also, to prevent muscular 
atrophy. 

When the condition is stationary, a high shoe may be worn on the 
affected side if the deformity is slight, or a greater shortening may 
call for resection as in Dr. llofla’s case.— Zcitschr f. Orlhop. Chir., 
lid. 1 Hft, I. T. Hai .stead Myers (New York). 

V. An Unique Derangement of the Knee-Joint Demand¬ 
ing Surgical Interference. Hy Roiikkt F. Weik, M. D„ (New 
York). Dr. Weir reports two cases of women who had had varying at¬ 
tacks of knee-joint trouble for some months, and who developed a pecu¬ 
liarjumping movement, which could only be felt when, the fingers rest¬ 
ing lightly upon the patella, the leg was carried forward in extension, hut 
it could also be seen just outside the middle of the patella when flexion 
was partially accomplished, or more exactly when the limb was bent 
one-third toward a right angle. With this condition there was increased 
inability to flex the limb after it had been brought to a fully extended 
position, and she could not change from extreme extension to flexion 
unless the limb was allowed to rest upon the floor. There was also 
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some difficulty in extension when the knee was flexed. She was able, 
when the limb was fully extended, the heel supported, and the quad¬ 
riceps extensor thus fully relaxed, to appreciate, by crowding the 
patella against the femur or by gently pushing the patella upwards, 
that a sudden over-riding, from the interposition of some abnormal 
membrane or tissue, existed. The joint was opened by a lateral in¬ 
cision and the patella was so much raised that its inferior surface could 
be plainly and entirely seen. From its surface at about the junction 
of its upper and middle third was observed a bluish-white duplicature, 
which hung downward when the bone was raised, and which, when 
the retractors were withdrawn and the joint permitted to resume its 
natural relations, could be seen through the incision to rest between 
the patella and the articular surface of the femur, with its thicker free 
edge downward, and of a length of nearly half an inch, so that it 
woidd be, and actually was seen to be, caught by the motions which 
were then made of pressure upward; in other words, as would occur 
in active flexion of the joint. This thickened fold of membrane was 
about one-fourth of an inch in breadth, and extended all across the 
patellar surface, and hung free half an inch when the patella was lifted 
up, or when pressed upon by the patella was fully an inch long on its 
free surface and then was reduced to about one-eighth of an inch in 
thickness. With the forceps and scissors the entire mass was removed 
from a rather broad surface on the upper-joint surface of the patella, 
that is to say, over a space of one-third of an inch in diameter at its 
widest part. Slight oozing of blood followed, which was controlled 
by the pressure for a short time of a sponge. The cartilage 
underneath the outer edge of the patella was somewhat irregularly 
grooved, but nothing was done to this. 

The patient has from that time to this done well, having regained 
the power of the limb, some slight sensations being, however, met 
with in going up and down stairs. 

In the second case, with a blunt retractor introduced into the joint, 
so as to elevate the quadriceps tendon above the patella, a beautiful 
exposure of the bone was obtained, and a transverse band, running 
across the upper third of the patella, was found, of what appeared to 
be a hypertrophied epithelium of the cartilage, which presented itself 
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as an elongated fold hanging downward a distance of nearly three- 
quarters of an inch. On the corresponding surface of the femur was 
found a smaller but similar fold, about three-quarters of an inch from 
the edge of the cartilage, which was no more than half an inch across, 
attached just above the intcrcondyloid notch. These growths were 
removed without difficulty by a toothed forceps and scissors. 

The mechanical impediment to the satisfactory motion of the 
joint in these two cases appears to have arisen, in the first place, 
probably from a traumatism which resulted in an effusion of blood, 
which either alone or by subsequent inflammatory action determined 
the formation of what has been happily described by Sayre as a joint 
blood-blister. This loosened layer of epithelium, under the motions 
of the joint, was subsequently converted into a fold which produced 
the mechanical obstruction. In the second case the etiology may be 
more correctly referred to the rheumatic trouble, of which she gave a 
tolerably clear history. Though the first case was involved with con¬ 
siderable doubt in its diagnosis from the abs;nce of any experience in 
this condition of affairs, yet attention was early drawn to the peculiar 
symptom of the difficulty, after extension, of not being able to flex the 
limb without first bringing the action of the extensor muscles at an 
end by resting the heel on the floor, together with the singular jump¬ 
ing sensation which could be imparted to the patella when it was ren¬ 
dered free from muscular tension. These facts in the second case 
made the diagnosis comparatively easy .—Medical Record, July 1 6, 
1892. Samuki. Lloyd (New York). 

VI. Tuberculosis of Bone. By N. P. Dandridgk, M. D. 
(Cincinnati). The tubercular process, due to bacillary infection, is 
necessarily very chronic in its course, but may under favorable circum¬ 
stances be confined to a local affection, and terminate spontaneously, 
generally however, leaving permanent evidence of its presence by the 
development of cicatricial tissue, which follows the destructive effects 
of the bacillus upon the tissues invaded. By far the larger portion of 
chronic diseases of the joints, and according to Volkinann, all cases in 
children, commence as a tubercular ostitis, and in only the minority 
is the synovial membrane first attacked. 
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Abscesses frequently develop. These may be directly connected 
with the disease in the bone or in the joint cavity, or may be appar¬ 
ently independent of the primary foci. In a limited number of cases 
absorption and disappearance of the abscess may take place, but in the 
great majority of cases they find their way to the surface, and very in¬ 
tractable sinuses and fistula: ensue. Abscess is said to occur in about 
50 per cent, of the cases of tubercular joint disease. 

Experience has abundantly shown that if the contents of these 
abscesses is removed and the surrounding tubercular tissue fully de¬ 
stroyed, the lesion loses its tubercular character, and may definitely 
and permanently heal by first intention throughout, and so abruptly 
terminate the disease, if the primary focus is controlled, which, left to 
itself, could only come to an end after a very chronic course, with the 
possible intercurrcnce of such dangerous conditions as scpticamiia, 
secondary tubercular foci and generalization of tuberculosis. The 
effect of tuberculosis of bone is not by any means limited to the de¬ 
structive action on the bone ends and joints and the invasion of the 
surrounding tissue. From the earliest stage there is developed a series 
of “ neuro-mnscular phenomena,” characterized by muscular contrac¬ 
tion, which at first causes fixation of the joint, and later results in per¬ 
manent shortening and fibroid degeneration of the muscles, which pro¬ 
duce the displacements and deformities found in joint disease. These 
muscular contractions play a most important part in the symptoms 
and course of joint disease of all kinds, and arc responsible for much 
of the pain and most of the deformities, and arc indirectly responsible 
for many of the abscesses, which arc of such frequent occurrence. The 
increase in joint pressure which they produce exercises a destructive 
action on the softened bone tissue. 

First, then, the indications for treatment in the early stage arc 
largely summed up in simple rest of the affected part—a rest which 
shall avoid the hurtful influence of pressure, of concussion and of 
movement. 

Unless all the means are at han'd to secure perfect asepsis, 
aspiration of tubercular abscesses should be tried and repeated if 
necessary, and if a cure is not effected in a considerable proportion of 
cases the size of the abscess will be markedly diminished, and so 
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rendered more favorable for a more radical operation. These favor¬ 
able changes are generally associated with an improvement of the 
symptoms dependent upon pressure. 

Interstitial injections of the emulsion of iodoform into tubercular 
bone foci and joints and abscess offer sufficient encouragement for 
further trial, but the cases thus far reported hardly sustain the high 
estimate held by some of the results of this method. 

With more confidence, and with a larger experience, he recom¬ 
mends free incision of tubercular abscess, whether directly .connected 
with diseased bone or not. The incision should be free enough to lay 
bare the entire cavity, so that the walls can be thoroughly scraped 
and all diseased tissue removed with curette, scissors or knife. The 
cavity is then to be thoroughly flushed out with bichloride solution or 
hot sterilized water, lllceding may be checked by packing with 
iodoform sterilized gauze. The cavity is then filled with the iodoform 
emulsion and sewed up tight, the emulsion being largely squeezed 
out, or a drainage-tube may be inserted. When this is done the tube 
should be removed in a short time. The dressing should be so 
arranged as to make even and firm pressure over the seat of operation, 
so as to bring into contact the walls of the wound. Increasing confi¬ 
dence is being felt in treating these cases without drainage entirely; 
complete and satisfactory healing is much more often obtained, and 
persistent fistula less often left behind, than when a drainage-tube is 
used, provided, of course, the operation has been so thorough as to 
completely destroy all tubercular tissue. 

These operations must be conducted with thorough antiseptic 
precautions, from fear of septic infection, and the destruction of the 
tubercular tissue should be complete, lest a rapid re-infection of the 
wound surface or recent cicatrix ensue from diseased tissue left behind, 
or even a general tuberculosis. 

In most of the cases of abscess associated with spinal disease 
thorough and complete operation is impossible. In such cases free 
incision, free drainage, and frequent irrigation should be practiced. 
In such cases the peroxide of hydrogen is the best and most far-reach- 
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ing antiseptic. Of the methods described most confidence should be 
placed on free incision, and, as a rule, early operation .—Cincinnati 
Lancet ami Clinic, June 18, 1892. Samuel Lloyd (New York). 

Diseases of Joints in Haemophiliacs. Uy Dr. Franz 
Konig. Out of eight bleeders with blecdcr’s-joints, which were 
treated during the last ten years at the clinic in Gottingen, two died 
from the results of a mistaken diagnosis, a surgical operation for the 
relief of their condition having been attempted. 

We are justified in dividing the joint disease of the haemophiliacs 
into three stages. The first stage is that of the first hemorrhage into 
the joint. The clinical picture of this stage is that of a true htemar- 
throsis. Of course, in certain cases and under certain circumstances, 
the disease can end also with this stage, that is, the haemarthrosis may 
be cured. If this is not the case the presence of the blood causes 
irritation, and a peculiar form of inflammation develops like a panar¬ 
thritis, and the pathalogico-anatomical, as well as the clinical manifes¬ 
tations, greatly resemble those of tuberculosis of the joint, especially 
that variety which is known by the name of hydrops tubcrcnlosus fibri- 
nosus. The stage might well be designated as the inflammatory stage, 
and it is certainly that stage which former authors have designated as 
white swelling, or tumor dibits. 

The third stage includes those retrogressive metamorphoses of the 
joint; the stage of pathological change of the joint of adhesions, of 
displacement of the articular surfaces, of contractions, of ankylosis, 
and of deformities. 

In brief, therefore, we can divide the course of the disease as 
follows: 

1. The stage of the first hemorrhage—the hannarthrosis of 
bleeders. • 

2. The stage of inflammation—tbs panarthrosis in the bleedcr’s- 
joint. 

3. The retrogressive stage—the stage which leads to permanent 
deformities of the blecder's-joint—the contracted blceder’s-joint. 

As a rule, there is no traumatism in the case of'bleeders, and there 
must be other grounds that will enable us to diagnose a discharge into 
. the joint as a hemorrhage. If the disease occurs in the case of a 
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known bleeder or member of a bleeder family, the diagnosis is com¬ 
paratively easy, and it is only necessary to know further that the 
swelling occurred very suddenly. An accurate diagnosis is possible 
where we meet with rapidly developing enlargements of the joints in 
pallid, youthful subjects; furthermore, by the simultaneous characteris¬ 
tics of other joints, and also by the ccchymoses and blue spots which 
appear upon the body of the patient. 

The first hemorrhage into a joint is frequently followed by entire 
cure, and without leaving any trouble behind it; but if the disease 
has once reached the second stage, it is doubtful if it can ever 
again become a perfectly mobile joint. To the prognosis must also be 
added the fact that as the patient is a bleeder, lie will very likely get 
other bleeder’s joints. 

A fresh hemaratherosis in a bleeder should be so treated that the 
patient does not use the limb. If a lower limb is affected the patient 
must not walk, and if an arm is affected he must not use it. But, as 
a rule, he will disregard this injunction, since the first evidences of 
the disease are so slight as to be little thought of by the patient. 

Moderate compression undoubtedly assists resorption. 

In the second stage the matter is a different one, and on account 
of the inflammatory process and pain to the patient the question of 
operation comes to the fore, and with it the knowledge that we are 
dealing with the bleeder. Puncture has been employed by Konig in 
three cases without incurring any serious bleeding, and followed by 
irrigation of the joint with carbolic acid solution. Two patients were 
cured and one improved. 

But should all operative procedures cease here? Of the three 
cases in which, owing to incorrect diagnosis, an incision was made 
into the joint, two died, and one barely recovered. * 

The contractures may often be helped by plaster of Paris band¬ 
ages or suitable mechanical appliance.— Mai. amt Sing. RcpoNer, 
June 25, 1892. 


Samuel Lloyd (New York). 



LAMINECTOMY FOR POTT’S PARAPLIGIA . 1 


By SAMUEL LLOYD, M. D., 
or New York. 

VISITING SURGKON, RANDALL’S ISLAND HOSPITALS. 


I N view of the interest excited among surgeons by the 
possibility of the operative treatment of many spinal lesions 
it may be interesting as well as instructive to publish the 
result of my tabulation of cases of removal of the spinal arches 
in Pott’s paraplegia. 

Naturally the suggestion of operative interference with these 
lesions comes as a startling suggestion to those not personally 
accustomed to the brilliant results following the surgical invasion 
of the other cavities of the body, but the growing tendency 
among all classes of observers to recognize the fact that while 
theoretically abscesses may be produced and continued by non- 
pyogcnic influences, they never exist in this condition clinically, 
settles more definitely than formerly the question of treatment. 
Whether the presence of the bacilli is due to the general systemic 
inoculation or not, the lact remains that when abscesses are 
examined microbes are generally present. 

Undoubtedly it is a fact, ns has been demonstrated by 
Shaffer, that many abscesses in Pott’s disease run a benign course, 
but it has also been demonstrated histologically as well as clini¬ 
cally that an encysted abscess, even though the microbes them¬ 
selves have succumbed, is a constant menace not only to the 
integrity of the parts originally invaded but also to the general 
health of the individual. The recognition of this fact then has 
led to the surgical axiom that all pus should be evacuated. 

'Read in part before the Orlhopxdic Section of the New York Academy of 
Medicine, Feb. 20th., 1891. 
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for each day’s use. Unused material is returned to be put through 
the process again. The sublimate dressings are soaked in a solution 
made up of 500.0 of a 5 per cent, sublimate solution, 250.0 of 
glycerine, and 4250.0 of water. This is then wrung out and packed 
before it is quite dry. Moss is first sterilized, then soaked, wrung 
out, and made tip into cushions of various sizes. Iodoform gauze and 
lint is prepared by soaking in a solution made of 30 gm. of iodoform, 
250 gm. of glycerine, and 750 gm. of alcohol. This quantity suffices 
for about seven pieces of iodoform gauze each 6 m. long and 14 cm. 
wide. 

The instruments used daily arc sterilized every morning in steam. 
Catgut is almost exclusively employed for sewing material, silk-and 
silver wire only being used upon special occasions. The catgut is 
prepared by knotting and winding the raw catgut on wine bottles and 
putting them into a one per-cent, sublimate solution for from twelve 
to twenty-four hours, according to the thickness of the gut. It is 
then washed with alcohol and rolled on perforated glass bobbins. It 
is kept in a 2.5 percent, salicylic spirit solution. Some catgut is also 
kept in an iodoform-ether solution. 

The needles arc always kept in lime water and are always free 
from rust when they are put in this solution dry and not moistened 
with sublimate or carbolic solutions. Only sterilized dry sheets arc 
used as coverings for patients during operations. All sheets, towels 
and linen aprons are sterilized, if previously used, before a laparotomy. 

A woven cotton tricot is used to draw over limbs to which plaster 
bandages are to be applied, and has proven more pleasant and simpler 
than the woolen bandages formerly employed. All removable plaster 
dressings arc likewise trimmed with the tricot. 

Hard rubber is used instead of wood for splints. It is very 
durable and can be bent into any shape in hot water, and can be ren¬ 
dered absolutely aseptic. The strong and weak Rotter solutions, 
together with a 0.2 per cent, salicylic solution, are employed for 
irrigation and have proven very satisfactory. No eczema or irritation 
of the wounds have followed their use. All antiseptic solutions are 
prepared from distilled water. 


Samuei. Llovd. 
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GENERAL SURGERY. 

I. Considerations pertaining to the use of Elastic 
Constriction as a Haemostatic Measure. By Dr. N. Sknn 
(C hicago). 

1. The use of tnc clastic bandage to secure a bloodless condition 
of a limb should be discarded, as compression of the parts affected 
may produce mechanically dissemination of malignant tumors and 
microbic diseases. 

2. A bloodless condition should be secured by elevation of the 
limb prior to constriction. 

3. Constriction should be made with sufficient force to interrupt 
at once both the arterial and venous circulation. 

4. Prevent venous stasis by constricting quickly, beginning pres¬ 
sure on the side of the limb supplied with the principal blood vessels. 

5. Linear or too firm constriction should be avoided, as they are 
liable to give rise to muscular injury and temporary or permanent 
paralysis due to harmful compression of a large nerve-trunk. 

6. Elastic constriction of a limb for hremostatic purposes should 
be diffused over an annular space not less than two inches in width, 
and can be made with least danger of injuring important structures by 
an elastic band made for this purpose or an ordinary clastic bandage. 

7. Circular constriction of a limb should be made, if possible, at 
a point where the large nerve-trunks arc well protected by overlying 
muscles, and if this cannot be done on account of the site of opera¬ 
tion, a thick compress of gauze should be interposed between the con¬ 
strictor and the limb. 

8. The vitality of the tissues when excluded from the circulation 
is.endangered by prolonging the ischannic condition for three or four 
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hours, and gangrene may take place if constriction is continued for a 
longer time. 

9. The process of karyokinesis in tissues temporarily deprived of 
circulation by elastic constriction is unfavorably affected if constric¬ 
tion is continued for more than two hours.— Internal. Med. Mag., 
Aug., 1S92. 

II. Anaesthetic Properties of Cocaine, lty A. Hignon. Coca¬ 
ine in acid solution is very little or not at all anesthetic. The usual solu¬ 
tions of hydrochlorate of cocaine containing ordinarily free acid, they 
must be neutralized; by adding carbonate of soda in excess to such a 
solution, the alkaloid will separate and form in the alkaline fluid a 
solution which (according to the author's experience) is highly anes¬ 
thetic, but must always be kept fresh.— Ccntratbl. f. C/iir., No. 2j, 
July 9. 

SAMUKl. I.I.OYO (New York). 

HEAD AND NECK. 

I. Two cases of Extirpation of Extensive Brain 
Tumors. By V. Bramann (Haile). The writer reports two suc¬ 
cessful cases where extirpation of cerebral tumors was performed, the 
patients being handed over to him by Prof. Hitzig, of the same city. 

The first case was that of a man 46 years of age, who had ob¬ 
served, above three months before the operation, a weakness of the 
fingers of the left hand, which a few days later was associated with 
distortion of the left side of the face. To these symptoms were soon 
added a spasmodic contraction of the left hand and arm as well as of 
the left side of the face, which finally left him with a nearly complete 
paralysis of the left arm and the same side of the face. At the height 
of the spasm the head and eyes would rotate to the left side. During 
the following weeks the attacks would become more frequent, includ¬ 
ing the left leg, which up to that time had remained intact, and left it 
paretic to such an extent that the patient was no longer able to walk. 
In three months optic neuritis was to, be discerned, though no actual 
“choked disc” was present. The affection was diagnosticated as a 
rapidly progressing, circumscribed, intracranial process, which had 
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its scat in the motor region, or more exactly, in the third frontal con¬ 
volution as well as in the upper portion of the central sulcus. It 
therefore was of quite an extent. After determination of the course 
of the central sulcus, by means of Muller’s method, a linguiform flap, 
consisting of the soft parts and periosteum and 7 cm. in length and 
6 cm. in breadth, is so incised that the base lies a finger’s breadth 
from the sagittal suture while the extremity is situated over the 
squamous portion of the temporal bone. The longitudinal diameter 
of the flap running quite parallel with the frontal suture. The 
periosteum was then scraped back for one-half centimetre from the 
wound and the bone chiseled through up to the margin of the base of 
the flap, the bone here being fractured by the slipping through of a 
raspatory under the edges of the wound. The large flap was then 
thrown over towards the median line. 

The dura appeared unaltered at the posterior two-thirds of the 
defect, the brain pulsated all over the wound and the brain substance 
appeared normal. Immediately behind the anterior border of the 
wound the dura appeared of a bluish color, somewhat bulged up and 
palpation gave a revealed and tenser resistance than the remaining 
portions of the accessible brain. As this alteration seemingly was 
continued under the anterior portion of the wound, a second, almost 
square, flap was made, consisting of the scalp, periosteum and soft 
parts, with a basis of five centimetres, and lying over the tuber 
frontalc, the flap being laid back anteriorly. This exposed the entire 
focus, which consisted of a bluish discoloration of the size of a half 
dollar, translucent and somewhat protuberant. In consistence it was 
tensely elastic, fluctuating, and in making an incision through the 
dura membranes, from the direction of the sagittal suture, a cyst 
was exposed, from which about an ounce and three-quarters of clear, 
somewhat greenish-yellow fluid was evacuated. The cyst was of the 
size of alien’s egg, and its walls consisted of a smooth, quite resistant 
membrane. In no place were excrescences or any growth to be dis¬ 
covered, which might lead one to think that a degenerated tumor was 
in question. The dura was removed in the entire extent of the dis¬ 
coloration and as well as that portion of the brain bordering on the 
cyst and a drainage tube, wrapped with iodoform gauze, was intro- 
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duccd into the cavity of the cyst, which had already during the opera¬ 
tion decreased in size. The two (laps were replaced, after leaving a 
defect in the posterior portion for the extraction of the drainage tube 
and the tampon. The further course of the case was very satisfactory. 
The paralytic symptoms became less and less, and the general condi¬ 
tion of the. patient greatly improved. lint after six weeks the same 
spasms and epileptic attacks appeared, but with still greater intensity, 
while there appeared at the still open drainage opening a greenish 
tumor mass, much resembling the brain in the region of apoplectic 
foci, only being somewhat more resistant. On microscopic examina¬ 
tion it revealed itself to be a small round celled sarcoma. At 
the second operation the tumor was removed together with the adja¬ 
cent skin and the anterior bony (lap into which the tumor had grown. 

The following improvement was, however, of short duration, for, 
already at the beginning of March the writer was obliged to remove 
the section of bone which was incised at the first operation, as a re¬ 
sistant mass pushed the overlying skin up more and more. The tumor 
and adjacent portion of the brain weighed about five and a half 
ounces. The defect in the soft parts remaining after the third opera¬ 
tion was covered with a skin flap taken from the vicinity, while the 
resultant spot was filled in by transplantation grafting. The further 
course of the case was favorable, and now, three months after the 
operation, the patient has had no epileptic attacks, the paralysis of the 
leg has greatly decreased as well as that of the arm. The facial 
paresis is less. There is no difference in the pupils and the fundi of 
the eyes are normal. 

The second patient was operated on May 2d, and was a painter 
29 years of age, in whom about a year before the first symptoms of a 
brain tumor had made their appearance, as headache, vertigo, disturb¬ 
ances of vision. In the course of a few months paresis of the facial nerve 
and the left arm set in, in varying intensity. Immediately before the 
operation the patient presented the following complex of symptoms: 
left-sided paralysis of the facial nerve, the right pupil broader than 
the left, double choked disc, more developed on the right side, while 
on the right side the vision wasalmost gone. The left arm was paretic 
and the left leg weak. The soft parts over the right frontal squamous 
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portion of the right frontal bone were ocdematous, and, on pressure, 
painful. lie held his head forward and to the left. His memory was 
weak and he was inclined to dirty jokes. A tumor of the frontal lobe 
was diagnosticated, it extending toward the motor region, and to all 
appearances was of great extent. The extending ramus of the fossa- 
sylvii was thought to be the point of departure of the growth, and 
after determination by means of Muller’s method, a Hap 8 cm. long 
and 7 cm. broad was incised, the base of which lay over the forehead. 
This being thrown back a tumor, covered by the bluishly discolored 
dura, came into view. It was pulsatile and of greater resistance than 
the surrounding brain substance. In spite of the size of the (lap the 
tumor's posterior border lay only exposed and this necessitated the 
formation of a second (lap, consisting like the first, of the bone and 
soft parts, with its basis lying near the sagittal suture. It was thrown 
over towards the median line and those portions of the growth which 
were still covered by the skull were so far removed by the chisel and 
I,tier's forceps that the entire tumor was finally exposed. The tumor 
was sharply defined, the portions of the cranium covering it were 
cither very thin or greatly thickened and bluishly discolored. The 
dura over the centre of the growth was roughened and apparently 
penetrated by the underlying mass. It was cut through at two centi¬ 
metres from the borders of the growth, the very numerous arachnoidal 
and pial vessels being ligatured and the brain substance incised at a 
short distance from the tumor when it was easily removed without the 
aid of the knife. On account of the described appearance of the 
bony coverings they were also removed, for it had also grown into 
them. The tumor extirpated had a weight of nine ounces,- and is the 
largest of all tumors which have been extirpated from the closed 
cranium. The patient stood the operation well and after five weeks 
the wound had nearly entirely healed. The cedema which is to be 
feared after extirpation of such large brain tumors was avoided quite 
entirely by means of tamponading, and it only became to any extent 
manifest when the dressing was changed on the filth day, and then but 
to a slight degree, probably due to loose tamponading with the iodo¬ 
form gauze. The paresis of the left leg still persists as well as a slight 
weakness of the left leg. The paralysis of the facial nerve has nearly 
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wholly disappeared. The former double choked disc is now retro¬ 
gressing, the vessels still being somewhat serpentine in course. The 
general condition of the patient, his sleep and appetite are good, while 
his intelligence is much improved. The writer concluded with a few 
general remarks showing that extensive growth is no longer an abso¬ 
lute contra-indication to operation and that the oedema of the brain 
which mostly endangers the lives of patients after operation, may be 
avoided by well tamponading. A conditio sine qua non for the opera¬ 
tion is that the tumor can be sharply defined. If this cannot be ful¬ 
filled then the operation must not be attempted. An operation is 
justifiable when the seat of the growth is determined and there still is 
doubt of the size and histological composition of the tumor. As long 
as neurologists are willing to bear the responsibility of answering 
these questions the surgeon is justified and obliged to open the skull 
freely in the region of the diagnosticated scat of the tumor. The 
writer points out the varying relations of the choked disc according 
to the seat of the compressing tumor. 

In the discussion which followed, Seydel, of Munich, gave in 
short, an extract out of an extensive work which he had just con¬ 
cluded on cerebral tumors. The well-known conclusions of Starr and 
Hale White led him to examine all the cases of brain tumor which had 
come under the notice of the Pathological Institute at Munich during 
the last fourteen years with regard to their operability. In order, like 
Hale White, to find one hundred cases of brain tumor he was obliged 
to examine 8,488 reports of post-mortems. In Munich there was one 
brain tumor to every eighty-five post-mortems, while Hale White found 
the relation to be as one to fifty-nine. From this one might conclude 
that brain tumors are less frequent among the Bavarians, but the dif¬ 
ference lies in that in Munich fewer children come to post-mortem 
examination than in Guy's Hospital, hence tuberculosis of the brain 
is the less frequently observed. Amongst one hundred tumors, twenty- 
seven were tuberculous, thirty-nine sarcomata, gliosarcomataand gliom¬ 
ata, two cysticerci, one actinomycotic tumor, three cholesteatomata, two 
cysts, two carcinomata, two sainmommata, six syphilitic growths and 
sixteen which were not more closely described. V. Bergmann, in his 
well-known work, " Die Chirurgischc Behandlung der Gehirnkrank- 
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heiten,” sets fortli that a tumor of the brain, in order to be operable, 
must not be too large, not of metastatic origin, not multiple location 
in the brain, encapsulcd and be quite on the surface of the organ. 
Amongst the twenty-seven cases of tuberculosis, according to these 
indications, six would have been operable, yet if one take into consid¬ 
eration the condition of the other organs, then in three of these the 
other organs were found to he to a great degree tuberculous. Of the 
remaining three cases two presented the tumor superficially in the 
occipital lobe, one in the cerebellum, hence in cerebral tuberculosis 
one would obtain an operability of eleven per cent., a much more 
favorable result than Starr with his six per cent., and Hale While with 
his seven per cent. But if one compare the clinical picture with the 
pathological findings one discovers that these presented no symptoms 
which would lead one to suspect a brain tumor and being merely acci¬ 
dental findings of the necropsy. Therefore not one of the cases 
would have been operable. Of the thirty-nine sarcomata, gliosarco- 
mata and gliomata only two fulfilled the indications. Comparison 
with histories of the cases in the case-books of V. Zicmsscn and Pro¬ 
fessor Bauer revealed that they had been diagnosticated accurately, 
and, indeed, long before death, so that the size of the tumor was not 
against the operative procedure. The cases of cystoccrcus and actino¬ 
mycosis were of central situation and hence not to be interfered with. 
As to the two cases of cysts, one was multiple and the second of such 
an extent that it extended over a whole hemisphere. One of the 
psammomata was situated centrally and the other was an accidental find 
in a seventy-seven-year-old man. The cholestcatomata were inoper¬ 
able. Amongst the sixteen tumors which arc not nearer defined there 
was one which was after all appearances operable. It had been diag¬ 
nosticated correctly as to its presence and seat'. Therefore out of the 
one hundred tumors there were three which might have been operated 
on with success. Hale White found nine which were operable. Starr 
out of 3000, sixteen. As is known V. Bcrgmann regards seven of 
White’s cases as doubtful, so that the operability of these cases is 
reduced to two. If one docs not consider the cases of tuberculosis, 
as l’rof. Kroenlein did in his work, “ Ueber den heutigen stand dcr 
Hirnchirurgie,” then the operability drops to two per cent. We 
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have at present at our disposal 500 cases of brain tumors, as statistics 
gathered from post-mortems, of which eleven, /. c., more than two 
per cent, were operable, and this rate corresponds with our 
every-day experience. 

Czerny, of Heidelberg, was of the opinion that pathologico- , 
anatomical results were not authoritative as the following experience 
teaches: A man forty years of age, had suffered for ten years from 
headache, weakness of the right upper extremity, later epileptiform 
attacks and dragging of the right leg. A brain tumor was 
diagnosticated and with permission of Erb, who had treated 
the patient before, the cranium was opened on the left side to 
the extent of nine centimetres. A bluish red tumor of the cortex, 
diffuse gliosarcoma, was found which lie tried to remove without seek¬ 
ing to define its boundaries. In spite of that the result was good, the 
spasms disappeared and the man returned to his work. But the im¬ 
provement did not continue long, for in November, 1891, a second 
operation required ten to eleven centimetres of the cortex to be removed. 

A cyst had formed in the diseased brain tissue, with clear contents. 
There remained a weakness of the right hand. In brain affections in 
consequence of traumatism, Czerny has three times performed plastic 
operations. In two of these cases melancholic conditions had set in. 
In the first case a thickening of the skull and atrophy oi the cortex 
had taken place. An operation produced a remarkable improvement 
but a relapse occurred later. The second case was operated on too 
recently to draw any conclusions from. The speaker thinks that after 
such operative procedures the nutritive and pressure relations are so 
changed that the temporary improvement follows. One may compare 
these operations with the iridectomy in glaucomatous patients where 
the curative results are obtained through the altered states of pressure. 
— Verlmndl. dcr Deutschcn Gcscl/schaft fuer Chirurgie, XXI /Congress, 
1892. 


II. Resection of the Trigeminus within the Cranial 
Cavity. By Dr. F. Krausf. (Altona, Germany). The writer re¬ 
cords the case of a forty-seven year-old woman who had been oper- 
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atcd on by Volkmann for a violent neuralgia; and the second 
branch of the trigeminus, in its entire extent, from its entrance into 
the orbit as far as its single ramifications, resected. The disease soon 
recurred and the writer found it necessary to resect the nerve in the 
sphenomaxillary fossa, immediately in front of the foramen rotundum. 
A third recurrence was not long in appearing. For five months all 
the various remedial measures were tried, without success, and, as 
even very large doses of morphine were inefficacious, the writer 
yielded to the entreaties of the woman, who was undergoing terrible 
suffering, and determined to try another operation and find and resect 
the nerve withii) the cranial cavity. A flap, including the skin, 
muscle, periosteum and bone was excised in the region of the temporal 
muscle, with its base below, according to the Wolff-Wagner method. 
The incision began immediately over the zygoma, in front of the tra¬ 
gus, running convcxly upwards and backwards, then describing a 
semicircular curve and descending convcxly to the zygoma again. The 
basis of the flap, thus formed, was 3% cm. in breadth, its heighth 
6yi cm. and its greatest breadth above, being 5^ cm. The base of 
the flap was placed below in order that the entire temporal muscle be 
spared nearly entirely, that the nutrition of the resultant flap be suffi¬ 
cient and that the bone here was so thin that, on chiseling out the 
bony flap the base could be easily broken, it being so thin in this 
place. The opening in the cranium must be large enough that, on 
pressing in between the dura mater and the base of the skull there will 
be sufficient space for the brain to elude the consequent pressure. The 
incision passes through all the layers of tissue down to the bone, the 
periosteum pushed slightly aside and the skull carefully chiseled out in 
the entire extent of the line of incision, with due regard for the pro¬ 
tection of the dura mater. The bony flap is then carefully broken in 
its lower portion by means of an elevator and the (lap turned over so 
that the dura mater of the entire lobe is exposed to view. The flap 
may be further brought down by loosening the periosteum below, to¬ 
gether with the temporal muscle and the skin, so that it lies on the 
patient’s check. The middle cranial cavity is thus exposed and one 
pushes his way carefully in by means of the finger and the dull ras¬ 
patory, separating the dura mater from the underlying bone. At 
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first one arrives at the foramen spinosum and the branch of the 
middle meningeal artery, which' here penetrates the dnra mater. 
As in the writer’s case the second branch of the trigeminus was in 
question he went on, without injuring the meningeal artery, until he 
had reached the foramen rotundum. The brain, inclosed in the dura 
mater, was pushed upwards toward the vault of the skull by means of 
a spatula, three centimetres in breadth, and bent at a right angle. If 
one would expose the third branch of the trigeminus or the Gasserian 
ganglion, then one must doubly ligature the trunk of the middle men¬ 
ingeal artery and sever it between the two ligatures. The third branch 
is more easily reached than the second branch. The hemorrhage 
following the separation of the dura mater is very troublesome, if one 
will resect the nerve at such a depth. As soon as the second branch 
was exposed the writer interrupted the operation, stuffed the entire 
cavity with iodoform gauze and applied a dressing. After five days 
he removed this under chloroform, together with the gauze, pressed 
the brain upwards with a spatula, seized the second branch of the tri¬ 
geminus with a sharp strabismus knife and dissected it out of the fora¬ 
men rotundum to the extent of half a centimetre. The ends of the 
nerve were enlarged and redder than normal. In order to favor the 
exit of oozing blood a strip of iodoform gauze was introduced into the 
wound between the base of the skull and the dura mater, allowing it 
to issue through a small defect in the bone posteriorly. The flap was 
replaced in its old proper place. The wound healed without any dis¬ 
turbance. The neuralgic pains have disappeared since the operation, 
“Feb. 1892, the patient only experiencing a slight drawing in the cica¬ 
trix when the weather changes. The scar is quite smooth and the bone 
firmly healed into its place. This grave operative interference is only 
permissible, according to the writer, under two circumstances, viz., 
all the other measures must have been tried, together with the less 
severe operative procedures, and again, the gravity of the symptoms 
and the lack of success of all applied remedies and operations must 
justify the grave operation. Both these two were present in this case. 
Vtrhandl. der Deulsclun Gesellschaft fuer Chirurgie, XXI Kongress, 
1892. 


Frank II. Pritchard (Norwalk, Ohio). 
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III. Serous Cysts in the Cerebellum. By Dr. R. T. 
Williamson (Manchester). Cystic degeneration is much more 
frequent in cerebellar tumors than in tumors in other parts of the 
brain. Hence, in a given number of cases, presenting during life 
symptoms of cerebellar tumor, the lesion in a considerable number— 
though, of course, in a minority—will be of a cystic nature ; either 
a cystic tumor or a cyst in the walls of which only a small fragment 
of tumor or no new growth whatever is present. Hitherto operations 
for the removal of cerebellar tumors have been extremely unsuccessful. 
It is worth considering, however, whether it might not be justifiable 
in some cases presenting symptoms of cerebellar tumor to trephine the 
skull, and puncture the cerebellum with a fine hypodermic needle, in 
the hope that the lesion is one of the cystic conditions just mentioned; 
and if fluid were obtained to drain and treat as an abscess. This, of 
course, could only be thought of—after the failure of medical treat¬ 
ment—in cases the history and symptoms of which rendered a tuber¬ 
cular or syphilitic tumor improbable, preferably in cases in which there 
was some indication of the side affected. It would only be in the 
cases of cyst, cystic glioma, and glio-sarcoma (cystic-sarcoma ?) that 
there would be any probability of success. Rut as trephining and 
puncture with a fine hypodermatic exploring needle (under strict anti¬ 
septic precautions) would not be a very formidable procedure, and as 
the cases are otherwise hopeless, it docs not seem very objectionable. 
In the majority of cases the growth would be solid ; but with’ strict 
antisepsis probably no grave results would follow. In a minority of 
cases, however, the lesion would be cystic; and this procedure in 
these cases might be followed by good results. The prospects of 
success are slight, but as otherwise the cases are hopeless this method 
seems worthy of attention.— Am. Journ. Med. Sciences, August, 1892. 


IV. A Case of Cerebellar Abscess Successfully Treated 
by Operation. By H. P. Dean (London). A girl fourteen years of 
age who had been operated upon for suppurative otitis media devel¬ 
oped a few days later symptoms of cerebral compression, and abscess 
being suspected a semicircular flap of skin just above and behind the 
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car was turned down and a periosteal flap reflected. The pin of the 
trephine was placed one inch behind and half an inch above the cen¬ 
tre of the external auditory meatus and a disc of bone three-fourths 
inch in diameter was removed. 

The lateral sinus was exposed in the lower part and the brain 
protruded markedly. A small hydrocele trocar was inserted six times 
in different directions into the temporo-sphenoidal lobe, but no pus 
escaped. The second tapping struck the lateral ventricle and with¬ 
drew a few drachms of clear ccrebro-spinal fluid but did not relieve 
the tension of the brain. As the lateral sinus seemed to bulge more 
than usual the trocar was thrust into it and gave exit to blood. It 
was then decided to explore the right lobe of the cerebellum, and the 
bone was chipped away backwards and downwards for half an inch so 
as to expose the whole diameter of the lateral sinus and the dura mater 
below it. The latter was then incised and the trocar thrust in. At 
the second insertion pus flowed freely away; a large trocar was then 
inserted and finally a pair of sinus forceps. Over an ounce of pus 
escaped; an india-rubber drainage-tube was inserted into the abscess 
cavity; the dura was carefully laid over the surface of the brain, but 
not stitched and operation completed as usual. The patient’s condi¬ 
tion rapidly improved and she became finally perfectly well .—London 
Lancet, July 20th, 1892. 

V. Fractures of the Skull Observed in the Hamburg 
General Hospital during the past ten years, lly Dr. C. Sick 
(Hamburg). Simple fissures of the skull are scraped with a sharp 
spoon, the contused soft parts being removed with scissors. The mar¬ 
gins of the bone arc removed with a chisel and all hair, etc., are re¬ 
moved. Firm bone is not interfered with unless it is pressed beneath 
the internal plate. In case it is depressed below the internal plate the 
projecting bone is chiseled off and the depressed portion elevated, to 
avoid future danger of epilepsy. In comminuted and punctured frac¬ 
tures the projecting margins are removed as carefully as possible; frag¬ 
ments attached to the periosteum are elevated and preserved unless 
lesions of the dura and of the brain require their removal. The 
wounds are carefully drained, sutured or packed with iodoform gauze. 
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Recently in cases apparently free from infection the wound has been 
treated without drainage ; a gap being left at the lowest margin of the 
wound in the suture line. 

As far as possible bone fragments were utilized in the same way as 
the buttons removed by the trephine in filling tip large bony defects. 
In case of injury to the dura and to the brain a drain or iodoform 
gauze tampon is always employed. Healing under a single dressing is 
desirable. 

Complicated injuries unless serious injury to the dura and brain 
are present give a favorable prognosis. When the brain is injured 
part of it is inaccessible to surgical treatment and antiseptic measures 
are useless in the soft brain substance. 

This is especially true when the case comes under treatment some 
time after the injury, when it is almost certain to be infected. Such 
wounds must be treated in the same way as infected wounds elsewhere ; 
they must be freely opened, disinfected, drained, and packed with 
iodoform gauze. 

The treatment of the general condition is important; particularly 
rest, ice, attention to bowels and bladder, and perhaps alimentation by 
stomach tube. 

In addition to four cases of bullet wound there were thirty-six 
cases of injury to the skull, twenty-seven fractures; four cases of 
fracture with injury of the dura, the brain not being involved. 

In five cases a destruction of brain substance complicated the case. 
Thirty-three patients were cured; three died ; two of purulent menin¬ 
gitis and one of a severe injury of both brain and skull. Jahrbiiclier 
dcr Ilitmbutgischen Staats-Krankcnamtaltcn. 

Samuel Lloyd (New York). 

VI. Empyema of the Antrum of Highmore. By Dr. W. 
af Sciiultf.n (Helsingfors, Finland). The writer reports six cases of 
empyema of the antrum of Highmore which were under his care. The 
most characteristic symptom he has found to be a discharge of pus 
from one nostril. Rhinoscopic examination revealed pus in and flow¬ 
ing from the middle turbinated bone nasal space. Sometimes the 
patients complained of pain in the forehead and swelling and pain in 
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the cheek. If the patient hold the head to the side or incline it for¬ 
wards, the purulent discharge is increased. The chief cause of the 
affection the author has found to be dental periostitis. In order to 
treat the disease successfully the antrum must be opened through an 
alveolus of a molar tooth, or, in more severe cases trepanation of the 
upper jaw may be done in the canine fossa. In any case the opening 
should be made large enough that the interior of the sinus may be pal¬ 
pated .—Finska Lacktrcsaellskapcts Handtingar, bd. 32, s. 333. 

1'rank II. Pritchard (Norwalk, Ohio). 

VII. Preventive Tracheotomy with Tamponade of the 
Pharynx in Operations Affecting the Mouth and Pharyngeal 
Cavities. By V. Civil. The author describes the horrors of a great 
operation in the region of the cavities of mouth, nose and throat, 
augmented hy the half narcosis employed by many surgeons, and the 
new dangers to the patient after operation, the most serious of which 
is septic pneumonia. 

Tamponade of the air-passages with previous tracheotomy has 
been introduced to obviate the numerous difficulties, and has been 
very successful in Germany, America and England. 

The author objects to Trcndelenberg’s canula, because it is apt to 
spoil the caoutchouc-balloon, and the patients cannot bear it. Michael 
and Hahn’s modifications are likewise objectionable, since they act, 
after a while, like tamponading filters. 

Civil does, of course, not favor Ycrneuil-Krishaber’s method of 
laryngeal tubing, nor MacEwen’s introduction of a wide rubber tube 
(of course, without tracheotomy), nor tamponading the larynx from 
the tracheal wound. Kochcr's method of preliminary tracheotomy 
with subsequent tamponade of the throat appears to the author to ac¬ 
complish the desired end. The easy change of the tampon after 
operation and the fact that the patient can bear it for some time, are 
very great advantages. 

The general advantages of this method are, according to C., the 
convenience of narcosis, the control of hemorrhage and the preven¬ 
tion of infection. Having discussed the indications for preliminary 
tracheotomy and tamponade of the upper air-passages in the different 
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operations on tongue, throat, palate and jaws, lie concludes that the 
tamponade of the throat, according to Kocher’s method, is, in reality, 
nothing else but the application of Lister’s principles to the surgery of 
the mouth and throat.— Centralb.f. C/iir., July 9, 1892. 

VIII. Results of Tracheotomy for Diphtheritic Croup, 
lly Dr Maykr. 316 tracheotomies have been performed at Furth since 
1874,011 i66boysand 139 girls. 103 cases were cured, the percentage of 
those operated on between the ages of three and thirteen years being 
between twenty-nine and fifty. Tracheotomy was resorted to in every 
case of danger by suffocation. Intubation is only indicated for cases 
where there is difficulty in removing the canula.— Centralbl. f.Chir., 
July 9. 

IX. Results ofTracheotomy. By Dr. Bajardi. Of 115 trach¬ 
eotomies, 63 were performed on account of croup, 52 for croup com¬ 
plicated with diphtheria of the throat and nasal cavities. Forty-two per 
cent, of croup and 34 per cent, of diphtheria were cured. Death 
occurred five times during operation, three of the cases being children 
already asphyxiated. Most of the children were chloroformed. 
Crico-trachcotomy was performed 55 times, high tracheotomy 46 
times and low 14 times. Emphysema colli was observed once, after 
operation, arterial bleeding once, diffuse phlegmon of neck some 
times and necrosis of the tracheal wound-edges often. The removal 
of the canula was retarded three times owing to granulations.— Cen¬ 
tra/b/ f. Chir., July 9. 

Samubc Li.ovd (New York). 


CHEST AND ABDOMEN. 

I. Method of Total Resection of the First Rib. By A. 
Cf.ci. This method may be applied equally to the right and to the 
left sides, although the anatomy of the nerves and vessels is not iden¬ 
tical. Two purposes guide him in his operation: 1. To obtain a 

wide opening for completely controlling the first rib by parting the 
clavicle and temporarily bending it apart. 2. To take hold of the 
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first rib at both ends, after having rendered it accessible and isolate 
it from the important organs around it, so that it can be extracted 
without injuring any of them. The method consists of (a) the ex¬ 
ternal incision; ( 3 ) the separation of the clavicle; (r) the formation 
of a musculo-cutaneous (lap; (rf) the isolation and extraction of the 
first rib; (/) the reposition of the flap and the union of the clavicular 
fragments; (/) the suture of the skin flap. Ccci regards the primary 
new formations (osteochondroma, sarcoma, etc.) and tuberculosis of 
the bone as indications for the operation.— Centralbl. f. C/iir., July 9. 

II. Concerning the Technique of Empyema Operations 
and Diagnostic Punctures. By O. Roseniiacii. It is sufficient, in 
fresh cases of empyema, to make a simple incision and to introduce 
two strong drainage tubes. A rib-resection is, the author states, 
necessary only in old cases, when an ample resection is required to 
close the rigid cavity. 

Pus will pass into the cylinder of the syringe in exploratory 
puncture, only when it is so liquid that it can easily pass the fine canula 
after overcoming the resistance of friction. If the pus is a thick 
fluid or mingled with flakes, the point of the canula may be in the 
abscess-cavity, without any of the pus being drawn into the cylinder 
of the syringe. If, therefore, the result of exploratory puncture be 
apparently negative, the exhaustive force of the syringe must be 
maintained and the canula drawn out. By doing this, a small drop 
of thick pus, especially a flake, remains fixed in the initial portion of 
the canula; and would indicate the presence of pus. 

The presence of the smallest drop of pus in the point of the canula 
is proven by holding an object-glass to the point and then slowly 
pressing down the piston. An exploratory puncture is negative only 
when this manipulation docs not prove the presence of pus.— Cen- 
tralb.f. Chir., July 9, 1892. 

Samuel Lloyd (New York). 

III. Empyema after Influenza. By K. E. Linden (Hel¬ 
singfors, Finland). The author has observed six cases of purulent 
inflammation of the pleural sac in one hundred and thirty-six cases of 
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influenza. They either made their appearance immediately following 
the disease or a few weeks after its disappearance. In none of the 
cases had a pneumonia preceded. Plenrotomy, with resection of a 
rib, was done in all the cases and in all was followed by recovery. 
The average time of duration of the affection was forty-seven days. 
The thin and sero-pufulcnt exudate contributed greatly to the good 
results, and the rapid recovery .—Finska Lackcresacltskapcts Hand- 
lingar, bd. 32, s. 393- 

Frank If. Pritchard (Norwalk, Ohio). 


IV. A case of Lesion of the Gall-ducts. By Dr. Kkrnes. A 
technologist, 25 years old, injured on November 2, the pole of a 
carriage striking him on the right side and pushing his left side 
against a wall. Though feeling violent pains on the right side, he 
felt able to go home, but had to lie down at once. He had pains in 
the right side and shoulder, nausea and constipation. There was 
considerable swelling, which diminished somewhat, as did the pain 
under water compresses. Diarrhoea succeeded the constipation. 
Discoloration of the stools was not observed; no blood; no blood in 
urine. The condition of the patient gradually grew worse without 
any perceptible cause; swelling increased; breathing difficult; 
jaundice. 

Temperature 37.6 to 38. Pulse frequent with tolerably good 
tension. Appetite poor, tongue coated ; urine brown ; free from al¬ 
bumen and sugar; containing biliary coloring matter. Abdomen 
uniformly distended. Percussion tympanitic, dull in dependent parts. 
Fluctuation present. Respiration frequent and superficial. Liver and 
heart displaced upward. 

In consequence of the increasing dyspnoea and change for the 
worse in the pulse and general condition, puncture was resorted to, 
and two litres of a brown fluid was evacuated containing albumen and 
large quantities of biliary coloring matter. 

In one day he was just as much distended as before. Laparotomy 
was therefore resorted to. There were removed from the abdominal 
cavityabout three litres of brownish fluid, and an enormous quantity of 
large blood clots. In the region close below the liver, pure brown 
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gall bubbled forth at slight pressure. Intestinal peritoneum was injected, 
velvet-like, with delicate and fibrous accumulations here and there 
Many agglutinations of intestinal loops with one another and with the 
border of the liver corresponding to the gall-bladder; the lower 
surface of the liver can, therefore, not be accurately palpated. The 
right lobe of the liver reaches far down ; a furrow is felt at the lower 
surface. The peritoneal cavity was wiped with sterile gauze com¬ 
presses and the abominal wound closed with silk-sutures. 

After the operation the belly was swollen, with marked mctcorism; 
vomiting and constipation. General condition very weak. Pulse 
small and frequent, often necessitating injections of camphor-ether. 
An improvement took place only on the third to fourth day. 

First stool on the fifth day. Abdomen soft, no new discharge 
of fluid. Patient passed in the further process of the sickness 
through a double-sided pulmonary hypostasis and a right-sided 
pleuritis, accompanied with high, irregular rise in temperature 
and requiring repeated aspirations. Complete cure after four weeks. 
Abdomen soft, no dullness anywhere, the liver margins in normal 
position. 

We find here all the symptoms of a lesion of the gall-ducts. 
This diagnosis indicated the necessity of puncture and subsequent 
evacuation by incision. The above proceeding was successful. 
Although the locality of the lesion could not be found with 
certainty, the secretion of gall into the abdominal cavity rapidly 
ceased. The patient was cured by the operation though conva¬ 
lescence was very slow .—Deutsche Med. Wochensch., July ist. 

(This is an admirable illustration of the comparative harmlessncss 
of the escape of bile into the abdominal cavity and corroborates the 
instances reported in the editorial in the August Annals.) 

V. Laparotomy in the Tubercular Peritonitis of Infants. 
By Hf.nri Hartmann and Arthur Aldibert (Paris). These authors 
report their personal cases and tabulate forty-five by other operators, 
making forty-eight cases in all where abdominal section was practiced 
for the relief of tubercular peritonitis. Of this number forty-six 
were cured and two died immediately, making a mortality of 4.16 
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per cent. Taking into consideration those cases where the improve¬ 
ment was sustained ten were still well one year after the operation 
and three two years after, making thirteen out of the forty-six who 
could be considered definitely cured. 

The tubercular infection of eighteen of the cases in the table 
was proven by histological investigation. All these were cured and 
two were well after one year, three after a year and a half, and one after 
two years, making six cases of the eighteen, or one in three in which 
the cure may be regarded as maintained. Laparotomy acts not only 
by the removal of the fluid; for it is curative in the granular variety 
as well as in the ascitic form. It acts not only by the employment 
of lavage or antiseptic powders—for success has followed when these 
have not been employed. In all cases, whatever may be the mode of 
action of laparotomy in the tubercular peritonitis of infants, these 
cases show one fact to be certain, that it has a favorable effect. 

They employ lavage with a boric solution which does not compli¬ 
cate the cure, and seems to be indicated, for it is certain that the 
complete elimination of the tubercular liquid is important now that it 
is known that even dead bacilli continue to exercise an energetic 
deleterious action. Drainage, except in case of suppurative perito¬ 
nitis appears to us on the contrary to be contra-indicated. It is 
useless, and can only be the source of secondary infection and of 
intractable fistula:, etc. 

The operation is indicated when the tubercular peritonitis occu¬ 
pies the principal place in the tubercular manifestations. This year 
they have refused to operate upon two children, because in one the 
intestinal symptoms were absolutely rebellious to all methods of treat¬ 
ment, in the other because it presented some days after admission to 
the hospital signs of acute pulmonary tuberculosis. 

On the contrary fever, far from contra-indicating the operations 
appears in the cases when it is principally caused by the peritoneal 
condition a formal and urgent indication whatever may be the form 
of peritonitis present .—Annates ite Gynccologie, June, 1892. 

VI. Operative Treatment of Volvulus. Ily II. Hraun 
(Kamigsberg). If injection of water or insufflation of air, massage of 
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abdomen and punctures with fine needles do not bring about a speedy 
cure, B. recommends laparotomy. If even then reposition into the nor¬ 
mal position does not readily succeed, it is very simple (and sufficient in 
many cases), to pass a tube into the rectum as high as possible for the 
evacuation of gases and liquid fa:cal masses, and, eventually to scrape 
out the rectum, the abdomen having been opened. Incisions into the 
intestines with subsequent intestinal suture will be necessary in but 
few cases. Reposition having been accomplished, the reappearance 
must be prevented. Braun sewed the upper halfof the sigmoid flexure 
of the colon to the left lateral abdominal wall, to an extent of 6 cm., 
with eight silk sutures in one case. Whenever the twisted piece has 
become gangrenous, it should, of course, be resected. It depends on 
each individual case, whether, after resection, a direct union of the 
two intestinal ends should be undertaken, or rather, Senn’s entcro- 
anastomosis, or the formation of an artificial anus.— Wiener Med. 
Woch., No. 27, July 2. 


Samuel Lloyd (New York). 
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Agf. of the Domestic Animals. By Rush Siiippen Huidekoper, 
M. D. Complete iit one volume of 217 pages, with 200 engrav¬ 
ings. F. A. Davis, Philadelphia, 1892. 

The author of this work although a regular graduate in medicine 
is evidently devoting at least the greater portion of his time to the 
study of domestic animals. 

In a book well supplied with many full-paged illustrations he 
has produced a most interesting and instructive treatise on the 
dentition of the horse, ox, sheep, iiog and dog. lie approaches 
the subject with that boldness and minute attention to detail 
which one would expect from a person having his large field and 
the power of accurate observation and description. He feels that 
in preparing such a book he is supplying for the student and all 
others interested in domestic animals, something which up to the 
present time has been more or less neglected, at least in our own 
language. As a student himself he felt the need of just such a work, 
and the present volume is his attempt at supplying it. His ambition 
is certainly worthy and the result of his labor most satisfactory. 
Being one of the editors of a monthly journal devoted to the interests 
of the veterinarian, he naturally has kept himself abreast of his 
profession, and this is shown by the care and minuteness with which 
he has arranged the material at his command. One cannot regret 
that in a volume of 217 pages considerable more than half of it is 
devoted to the horse. 

After a somewhat lengthy introduction, in which there is given a 
careful definition of age and its various periods, the author approaches 
the teeth of a horse, a consideration of which is to form the principal 
material of the book. His arrangement of the subject embraces no 
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To guard against recurrences, particular stress is laid on the ne¬ 
cessity to keep sufficiently far away from the diseased cervix or portio. 
He in some recent cases of portio cancer kept from one and one-half 
to two inches from the apparent disease. 

Many cases are called recurrences which in reality are only cases 
of continuing disease, due to some particles of carcinomatous structure 
having been left behind, the forceps tearing through the tissues while 
attempting to pidl the uterus down; hence it may easily be overlooked, 
unless the operator is constantly on his guard. Infection during oper¬ 
ation is one cause of recurrence; it is differentiated from continuing 
disease that the manifestations arc more general, the disease taking in 
a larger area in the parametria, whereas in continuous disease the 
manifestations arc local and spread gradually. The author has fifty 
per cent, of cases without recurrence operated more than five years 
ago; out of four cases done four years and four done three years ago, 
seventy-five per cent, of each class are without recurrence. Of those 
operated on two years ago, 55.5 per cent, arc without recurrence. 

The rate of mortality from cancer of the uterus, which is, accord¬ 
ing to his gathered statistics, now 5.5 per cent., can only be dimin¬ 
ished by co-operation with the family physician, where also the 
remote results, after operations, will be much more favorable. The 
diagnosis must be made very early to accomplish this, for which pur¬ 
pose the aid of the microscopist must be called. Microscopical 
appearances must not be reiicd upon. All patients who present any 
suspicious symptoms should be carefully examined, and if the family 
physician is not certain of the diagnosis, he should send the patient 
to a specialist for advice. 

The stand is taken by the author that there is no upper or lower 
line of limitation for this operation, but the moment that the diagnosis 
of cancer is made beyond a particle of doubt, based upon anatomical 
changes, the entire uterus must be removed, no matter how limited 
the disease seems or is, because, he says, “ what conceivable reason 
can be given why a partial operation in a case of carcinomatous dis¬ 
ease of the portio, guards more against a recurrence of the disease 
than the complete extirpation of the organ?” 


L. S. Pilcher. 
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VASCULAR SYSTEM. 

I. Case of Common Carotid Aneurism Cured by Liga¬ 
ture. By G. R. '1'urneh (Greenwich). A man, mt. twenty-nine, 
suffered from a rather rapidly growing tumor on the right side of the 
neck, causing cough, some difficulty in breathing and very severe 
shooting pains on the right side of the head and face. On admission 
to hospital, it was found to be about the size of a clenched fist, ex¬ 
tending from the angle of the jaw down to within an inch and a half 
of the clavicle and pushing the larynx about three-quarters of an inch 
to the left of the median line. It presented a well-marked expan¬ 
sive pulsation and thrill, with a loud and harsh systolic bruit. The 
diagnosis of carotid aneurism, probably from its rapid growth trau¬ 
matic in origin was readily made. An incision was made in the usual 
direction, but reaching down to the stcrno-clavicular joint. The in¬ 
ternal jugular vein presented lying directly in front and to the inner 
side of the common carotid artery, which lay very deep. The needle 
was passed from within outward and the vessel tied with a No. 6 cat¬ 
gut ligature. Pulsation and bruit in the tumor ceased at once, as did 
the pulse in the right facial and temporal arteries. The pains in the 
head and face relieved and no cerebral or pulmonary complications 
ensued. The tumor remained stationary in size for more than three 
weeks, when, without obvious cause, it began to shrink and harden 
perceptibly and rapidly until a month later only slight hardness could 
be felt and no swelling was perceptible. The larynx returned to the 
middle of the neck and the cough, dyspnoea and pain disappeared.— 
London Lancet, June 25, 1892. 


James E. Pii.ciier (U. S. Army). 
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HEAD AND NECK. 

I. A Case of Cerebral Exploration. By Dr. C. Sick (of 
Hamburg). This was the case of a young woman who had endo¬ 
carditis and who developed a complete paralysis of the left arm and 
leg, no anaesthesia, no muscular spasm. The patellar reflexes were 
more marked on the left than on the right side and there was facial 
paralysis also on the left side. The tongue being rolled out of the 
mouth with a wave-like motion and decidedly deflected to the left. 
Pupils were dilated and reacted indifferently to light. The muscles of 
the eye were apparently not affected. Intense right-sided headache 
and convulsive motions of the left side of the upper lip when speak¬ 
ing. Face flushed, tongue coated. It was impossible to determine 
whether the patient had a tumor or an abscess, but there being evi¬ 
dently a localized focus of disease in the upper part of the right 
ascending frontal convolution she was trephined. At the point of 
greatest pain about 16 cm. above and somewhat in front of the 
point of the mastoid process a flap of about 6 cm. in diameter was 
made. The incision was made so that the base of the flap pointed 
downward. A piece of bone of the size of a five-mark piece was 
then chiseled away, carrying the periosteum with it. This was pre¬ 
served in a warm salt solution. The skull was very thick and hard, 
and the dura was opaque, sunken, and pulsating in the anterior por¬ 
tion of the wound. The dura was opened by a crucial incision and 
a marked oedema of the pia-mater was observed. The central groove 
ran about through the center of the wound. In the frontal convolu¬ 
tion at the suspected point a sunken softened focus of yellowish color 
and about the size of a mark piece was discovered. Thepia was split 
up and the softened tissue was punctured with a syringe, but only 
yellowish fluid was obtained. The wound was washed out with sali¬ 
cylic-water, the button of bone was placed in position and the wound 
sutured with catgut. One angle was left open for drainage. 

During the following days there was frequent vomiting, headache 
and convulsions in the pectoral muscles and the face, but ten days 
later only a slight convulsion and no headache was noticed. The 
wound healed by primary intention. About six months later the 
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patient was reported as looking well, free from facial paresis, left arm 
slightly movable at the shoulder and elbow .and control over some of 
the fingers, but the arm still continued useless. The left leg still 
drags in walking. In this case operation was considered justifiable 
because of the intense localized pain and symptoms, by the increas¬ 
ing frequency and intensity of the convulsions, the deep psychical 
depression and anxiety of the patient and the uselessness of all treat¬ 
ment that had been tried. The success of the operation was not 
complete, but the headache was completely overcome and the convul¬ 
sions were reduced in frequency and severity.— Jahrbiicher tier Ham- 
blirgischtn Slaats-Krankcnanstalten, 1850. 

Samuki. Li.ovd (New York). 


II. Open Bony Cavities Lined with Epithelium Result¬ 
ing from Trephining of Mastoid Process. By Dr. E. Hoff¬ 
mann. H. argues that the extensive communication existing between 
bony cavities resulting from operation and the middle ear or the ex¬ 
ternal auditory meatus and which arc lined with epithelium results 
from the epithelium proliferating from the interior of the ear to the 
operation wound, in this way uniting finally with the external skin. 
Thus deep bony cavities arise which favor processes of decomposition, 
inasmuch as in most instances small ulcerative conditions arc present, 
and dust and thrown-olT epithelium collect. In order to avoid such 
cavities the operator must take care not to connect the wound in the 
osseous tissue with the middle ear and the auditory meatus, nor to 
enlarge existing communications. II. urges that this warning is to be 
heeded if, from any reason, a connection between the outer and the 
middle ear is to be produced other than that through the auditory 
meatus.— Dcutsch. Med. Wochenschr., 1892, No. 46. 

Geo. Kyersox Fowi.er (Brooklyn), 


III. A Review of the Operative Treatment of Thirty- 
one cases of Cleft-Palate. By Dr. A. Pkf.dohi. (Hamburg). Von 
Langenbcck’s method of detaching and transplanting the muco-pcri- 
osteal covering of the palate was used, the silk sutures being applied 
by means of Langcnbcck’s and Brim’s needles. The combined chloro- 
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form, morphine narcosis is employed. The morphine being injected 
subcutaneously one-half to three-quarters of an hour before the anes¬ 
thetic is employed. 

The patient sits upright on the table with the head bent back¬ 
wards. The hemorrhage which is only troublesome while paring the 
edges of the fissures and when the lateral incisions arc made is readily 
controlled by irrigation of the palate vault with ice water. The 
advantage of the mixed narcosis is that the patients expectorate 
readily. No children arc operated Upon before their fifth year. The 
after treatment consists in rest in bed, absolute quiet and silence dur¬ 
ing the first days, in the administration of but little though nutritious 
and fluid flood and in frequent washings of the month with a weak 
potassium solution. The sutures are removed on the fifth to the tenth 
day. In nearly all the cases the wounds healed by primary intention. 

If gangrene occurs it usually develops along the middle of the 
narrow flap. The whole fissure was usually closed at a single sitting 
oven when cauterization of the nose and improvement in the form of 
the nose and lips had also been undertaken. The patients arc then 
carefully trained in articulation by teachers who are accustomed to the 
instruction of the deaf and dumb. 

The histories of the thirty-one cases conclude the article.— -Jahr- 
bucher iter Hambiirgischen Stoats-Krankcnanstatten, 1890. 

Samuki. Lloyd (New York). 

IV. A Contribution to the Operative Treatment of Goitre. 
Ily Dr. F. Hally (Basic, Switzerland). The writer has submitted to ex¬ 
amination the cases of benign goitre, which came to operation at the 
Surgical Clinic in llasle, as well as those operated on in the private 
hospital of Professor Socin, in that city, from January 1887 to Sep¬ 
tember, 1890. lispecial attention was given to the intraglandular 
enucleations, in order to present a contribution to the often discussed 
question of the value of this method. Seventy-seven cases were 
observed in all, of which sixty were seen by the writer. The con¬ 
clusions of the writer are in short, as follows: 

1. Intraglandular enucleation of single or even multiple strumous 
nodes, if not too numerous, is in the majority of cases feasible. 
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From this method of operation are to be excluded: malignant strumata, 
diffuse hypertrophies of the thyroid of a parenchymatous or col¬ 
loid character, as well as vascular struma in Basedow’s disease, and, 
finally strumata with numerous disseminated nodes. 

2. The layer between the capsule of the gland and the node is, 
in general, easily found. 

3. The hemorrhage following extirpation from the capsule of the 
node, either at the time of the operation or following, is not danger¬ 
ous to life, as a rule. In those rare cases where it becomes dangerous 
the operative procedure may be changed, and after ligaturing the 
thyroid arteries, partial extirpation may be done. 

4. Injury to nerve fibres and subsequent paralyses of the vocal 
cords can always be avoided in intraglandnlar enucleation. 

5. With regard to recurrence of tumors in the remaining portions 
of the glandular tissue still intact this method presents the same lia¬ 
bility as the others. 

6. Such sequela: of the operations as tetany or symptoms of actual 
cachexia have never been observed by the writer. 

7. Disappearance of the remainder of the goitre after partial ex¬ 
tirpation, was not observed to follow, in twelve cases thus treated. 
—Beitraege sur kUnitehtn Chirurgie, Bd. 7, Hft. 3, />. 509. 

1'kank II. I’ritciiard (Norwalk). 


ABDOMEN. 

I. Gastro-enterostomy by means of Turnip-plates. By 
Dr. R. v. Baracv (lamberg). Clinical experience proves that the mortal¬ 
ity in gastro-enterostomy since the general introduction of Semi's 
method has decreased from 47 per cent, to 24 per cent. 

B.'s experiments on animals have shown that the raw cabbage- 
turnip (Brassica Napurs varict. rapifera) supplies an excellent material 
out of which plates can be cut in a few minutes. Having used such 
plates in a patient with success, he reports his experience as follows:— 

Patient 60 years old ; has complained of gastric troubles for eight 
months; nausea, coffee-ground vomiting (usually half hour after meals), 
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constipation, etc. Patient noticed a tumor in the umbilical region. 
Pieces dark-colored. 

Examination revealed the following conditions: Anaemia, sallow 
complexion, good general physical structure, but poor nutrition. 
Abdomen shrunken, gastric region somewhat swollen. In umbilical 
region a tumor noticeable when in a recumbent position. Palpation 
reveals a goose-egg sized tumor, having a humpy surface, hard .as car¬ 
tilage, but movable in all directions, lying parallel to the gastric axis. 
Inguinal, supraclavicular, and mesenterial glands not enlarged. 

Abdominal Section: incision 12 cm. long, in the linca alba, 
beginning a few cm. above the umbilicus and terminating about three 
fingers’ breadth below it. The hand in the abdominal cavity ascer¬ 
tained that the tumor, although movable, not only occupied the 
pyloric region, but also extended along a considerable part of the 
posterior gastric wall. The tumor was very hard and of the size of a 
goose-egg. Considering its dimensions and the great debility of the 
patient, gastro-enterostomy appeared indicated and was resorted to. 

The great omentum and the relatively narrow colon transversum 
were raised; the mesocolon transversum was distended ; the plica 
duodcno-jejunalis and the duodenum were identified; a loop lying 
about 50 cm. lower down was selected for anastomosis with the 
stomach. 

A slightly vascular point on the anterior gastric wall was selected 
and incised (between the fingers of assistants) 5 cm. from the notice¬ 
able borders of the new formation. A bleeding vessel in the stomach 
wound was ligated and a large turnip-plate (which was about 3 cm. 
long) was introduced into the wound. The dimensions of the plate 
were: thickness, 0.3 cm.; length, 7.3 cm.; width, 3.5 cm.; central 
opening, 3 cm. long and cm. wide. The stomach wound was, 
therefore, somewhat shorter than the breadth of the plate, but the latter 

t 

could be easily shoved through it by compression. The gastric mucous 
membrane was then united to the serosa by a continuous catgut suture. 
The jejunum was then incised longitudinally to the length of about 3 cm. 
A second plate corresponding to the first was introduced into the interior 
and fitted in position. Having scarified the gastric and intestinal serosa 
by means of the scalpel, a continuous suture united the serosa: along the 
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inferior contiguous rims of the plates. The plates were then brought 
into contact and the inner plate-fixing sutures were first united, then 
both terminal sutures, and finally the outer attachment-sutures. Whilst 
knotting the last pair of sutures the serous borders were pushed inside 
by means of a sound. The ends of all the plate-sutures were cut off 
short and shoved between the serous surfaces. A continuous suture 
was then applied along the anterior edges of the plates, so that the 
serous surfaces were in close apposition. After a thorough cleansing 
of the point of anastomosis it was replaced and the abdominal wound 
sutured. The whole operation lasted hardly three-quarters of an hour. 

Temperature never above 37.5 0 . Vomiting ceased altogether. 
First stool two days after operation. Nourishment liquid, then semi¬ 
liquid, and finally regular diet. 

The deep sutures were removed on fifth day, the superficial ones 
on the twelfth. 

On the fifth day there were found a few fragments of not wholly 
digested turnip in a semi-liquid stool. A larger piece of an undigested 
plate was found on the sixth day. The fragments were quite soft and 
similar to cooked carrots. 

The turnip appeared to 11 . to be the best substitute for Senn’s 
plates of decalcified bones. It excels all other substitutes. It is 
shaped like Senn’s plate. The turnip-plates approximate large areas 
of serous surface ; they are correspondingly hard so that the sutures 
do not tear; they do not change their volume in the intestinal tract 
and can, therefore, cause no pressure-gangrene. The chief advantage 
of the turnip-plates is the rapidity of their preparation.— Ctntralbl. 
f. C/iir., July 9. 

Samuel Lloyd (New York). 

II. Operation by Short Circuit for Intestinal Obstruc¬ 
tion. By Edwakd Atkinson (Leeds). To meet the necessities of these 
cases of intestinal obstruction, where, after careful exploration the 
cause is either undiscovered or out of reach, the author approves the 
exclusion of the affected portion of the bowel by the formation of a 
communication between the large intestine and a portion of the gut 
above the obstruction. This operation was successfully performed in 
the case of a man, ait. 22, who presented clearly marked symptoms of 
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obstruction of the bowels. On making the abdominal incision, dis¬ 
tended coils of small intestine presented themselves at the wound ; 
they were united together and to the iliac fossa by broad bands of ad¬ 
hesions, not recent, which matted the bowels together so completely 
as to prevent examination even after division of the bands. The 
ordinary solution of the problem now presented would have been the 
construction of an artificial anus, but at the suggestion of Mr. Little- 
wood, the author determined to try the expedient of short circuiting. 
Accordingly the collapsed colon was opened as high as possible and a 
Senn'sbonc plate inserted; after isolating the nearest coil of ileum and 
securing it by tieing a piece of india-rubber tubing around it, 
the corresponding plate was inserted into it. The large and 
small gut, now being brought into apposition, were further secured 
by marginal sutures around the plates, and the peritoneal wound 
was closed. The operation lasted an hour and a quarter and the pa¬ 
tient rallied excellently. Within twelve hours he had two large liquid 
operations and his further recovery was uninterrupted and character¬ 
ized by no loss of digestive or absorptive function.— London Lancet, 
May 7, 1892. 

James E. I’ilciiek (U. S. Army). 

III. Experience in the Operative Treatment of Perityph¬ 
litis with Especial Reference to the Operation at two 
Sittings. By Dr. Edward Sonnkniiukg (Berlin). This contribution 
is based on twenty-two operated cases, and refers only to the operative 
management of the circumscribed suppurative form of perityphlitis. 
If this latter can be diagnosticated it is clear that removal of the pus 
by any operation is better than non-interference. But a separation of 
the cases according to their nature and pathology is necessary. His 
studies in this direction are based on not only his own material, but 
also that of Guttmann’s service at the Moabit Hospital. In general 
he distinguishes two groups—typhlitis and perityphlitis. He sums up 
as follows: 

1. “We must seek by every means to distinguish clinically the 
simple inflammatory from the suppurative forms of perityphlitis. The 
scro-fibrinous exudations about coecum and colon, usually resulting 
from coprostasis, no matter iiow extensive, usually in previously healthy 
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persons become absorbed and need no surgical measures. General 
peritonitis does not follow. Its course is more protracted. Only in 
patients suffering from tuberculosis or from acute or chronic intestinal 
diseases can perforation and suppuration occur. 

2. “ Suppurative perityphlitis, usually starting from the appen¬ 
dix, is not or but partially resorbable. It is decidedly an object for 
surgical treatment and must be operated. Colic-like attacks with 
pain in the ileo-ccecal region, have usually preceded in longer or 
shorter intervals. The definable exudation, always small at first, is of 
a purulent character, because of gangrene or perforation of the vermi¬ 
form. The symptoms of the attack are usually very precipitate. 
Experienced and observing physicians can by careful regard to all the 
symptoms mentioned recognize this form as suppurative perityphlitis 
(although not in all cases). 

3. “ The more superficial a pcrityphlitic exudation, recognized 
to be purulent, the sooner should it be opened, /. e., in the early days 
following first violent symptoms, whether threatening symptoms are 
present or not. In consequence of adhesions the operation is simpli¬ 
fied. If we delay until the abscess has enlarged or is about to rupture, 
general sepsis will often be present and no longer controllable by 
incision. 

“On the contrary the smaller, less distinct and deeper the 
exudation from the beginning, the more should one in the early 
day of the trouble begin with the two-act operation, especially if from 
increasing metcorism the resistance and dullness appear to entirely 
vanish. Experience has shown that by this method it is possible 
within a few days to again find the pus-focus and then to open it 
without injuring the peritoneum. 

5. “ Since in this way the operative procedure brings the patient 
no danger, it will be more readily possible in even doubtful cases to 
decide for operative treatment, and thus make the treatment more 
rational. The so-called spontaneous cures of doubtful termination, the 
frequent relapses darkening prognosis, and which starting from appar¬ 
ently harmless processes, often end fatally, are best avoided by the 
surgical procedure mentioned. For it must not be forgotten that 
suppurative perityphlitis is a dangerous disease that should be fought 
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and treated from the start with a definite purpose and by all the aid 
of modern science .”—Sammhmg kli/i. VorhSge , No. ij, 1891. 

William Drowning (llrooklyn). 

IV. A case of Internal Incarcerated Hernia, Laparo¬ 
tomy, Recovery. By Leonhard Saiii.in (Upsala, Sweden). A 
male, 42 years of age, for four preceding days had suffered from at 
first mild then violent symptoms of incarceration. Washing out the 
stomach and intestine, together with opium and morphine seemed to 
relieve them at first. The abdomen was not swollen and insensitive 
to pressure except a few centimetres to the left of the middle line, 
immediately above the horizontal ramus of the pubic bone, but here a 
pronounced and distinctly outlined resistance was to be made out 
which gave on percussion a duller sound. This had been noticed 
even before he was admitted to the hospital but it had increased. 
Fecal vomiting set in, the pulse was small and rapid, but regular. 
The patient had also a double, movable inguinal hernia. An incision 
was made over the resistant point. The intestines were separated 
with case. The constricted portion was made out distinctly, it 
measuring about 20 cm. It was at once replaced. The hernial sac 
seemed to be formed of a reduplication of the parietal peritoneum. 
It was entirely within the pelvis and extended from the upper 
border of the left obturator foramen downwards and back¬ 
wards. Its walls were accessible to the finger from all points. The 
opening, which scarcely admitted a finger, was dilated with the 
finger and the abdomen sutured without drainage. The further 
course of the case was good, excepting the appearance of a hypo¬ 
static pneumonia on the fourth day. The writer ends with a few 
observations on the treatment of wounds, and expresses the opinion 
that since we have learned to sterilize by means of boiling even the 
country practitioner can now operate without danger of sepsis. He 
advises the boiling to be done in several small vessels, in order that 
the instruments may remain in the same vessels for use during the 
operation.— Upsala Laekcrefoerenings Foer Itamilingar, hi. 26, s. 325. 


Prank II. Pritchard (Norwalk, Ohio). 
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V. Radical Treatment of Congenital Inguinal Hernia 
in Females. By Dr. Lucas Ciiampionniekf. (Paris). The pallia¬ 
tive treatment by means of trusses is becoming somewhat restricted. 
Increased frequency of operating has extended our knowledge 
of the pathological anatomy of the less frequent kinds of 
hernia, and our views concerning the stativc frequency of the same 
are changed. Thus congenital inguinal hernia in females appears to 
be by far more frequent than was heretofore generally supposed. 
Among 14 radically operated inguinal hernia in women L. Ch. found 
in ten instances conditions pointing to a congenital origin of the 
disease. Among the symptoms to be so interpreted in this connec¬ 
tion L.Ch. mentions the existence of the round ligament in the wall 
of a hernial sac which is hollowed out as by a furrow j the solid attach¬ 
ment of the serous covering, with this ligament; the occurrence of 
small cysts on the base of the hernial sac. 

In the radical operation the author recommends that the incision 
be made as high as possible in order to remove the latter as great a 
distance from the.vulva as possible. The operator invades the 
inguinal canal, seeks the hernial sac from above downward, rather than 
vice versa. The serous cover of the round ligament is so intimately 
adherent to the sac that the removal of the sac, without taking along 
the ligament is impossible. Therefore he separates as a rule, the 
ligament, together with the sac as high upas possible and after ligating, 
removes it. He found no disadvantages arising from this resection 
of round ligament, the stump of resection again attaching itself to 
the abdominal wall. Author recommends, after separating the hernial 
sac and before tying of the same, examination of the uterine annexa 
through the incision ; if found to be diseased, these are to be extir¬ 
pated at once. L. Ch. believes this examination to be necessary, as 
these organs, in case of inguinal hernia;, arc frequently dislocated to 
the affected side and arc often diseased. Author provides against 
recurrences by splitting, in every instance, the inguinal canal in its 
whole length, separating and removing the peritoneum as high up as 
possible and then uniting solidly and accurately the extensive denuded 
surfaces with each other by means of numerous deep sutures. A truss 
is but rarely prescribed. 
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L. Ch.’s results are very favorable, the operation in each instance 
was invariably followed by recovery. A number of patients examined 
afterwards were found to be free from recurrence; in the majority of 
the cases operated upon the time which has elapsed since the operation 
is too short to base a conclusion upon.— Bull, et mem. de la soe. de 
Chir. de Paris, xvii. p. 388. 

Gkokc.k Kyeksox l'OWl.ER (Brooklyn). 

VI. Excision of Cancer of the Rectum. By Dr. A. J. 
McCosit (New York). The author reports five cases in which four 
inches, three inches, six inches, ten inches and seven inches respec¬ 
tively, of the rectum were removed for carcinoma. The patients all 
survived the operation. In three of the cases the peritoneal cavity 
was freely opened. In one case there was subsequently speedy devel¬ 
opment of carcinoma of the liver resulting in death nine months after 
the operation. In the remaining four cases the patients remained in 
good health up to the time when last seen, being respectively twenty- 
two, three, nine and seven months after operation. The author’s 
plan of procedure is as follows: A vertical incision is made in the 
median line from the posterior border of the anus backward as far as 
the tip of the coccyx, and, if necessary, extended upward as far as the 
middle of the sacrum. If the lower part of the rectum is healthy and 
does not need removal, this incision is deepened until the posterior 
part of the rectum is exposed. The gut is then divided across below 
the disease, leaving its lower segment attached to the anus. If this 
segment is not more than an inch or two in length it is better to 
divide it with the sphincter muscles vertically through its posterior 
wall. In other words, prolong the original incision through the pos¬ 
terior border of the anus. If the lower part of the rectum is diseased 
and needs removal, it is left unopened and two semicircular incisions 
are carried around it,-meeting on the perimeum in front of the anal 
opening. In either case a ligature is tied around the lower end of the 
rectum to prevent escape of fcecai matter and to be of assistance in 
handling the gut. 

If the incision to the lip of the coccyx does not give sufficient 
space, then the coccyx is removed, and, if necessary, the lower part 
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of the sacrum. The separation of the diseased rectum from neigh¬ 
boring tissues is then carried on until healthy gut is reached above the 
disease. This dissection should be mainly “blunt,” and should be 
done by the fingers and blunt-ended scissors. If accomplished in this 
way, but few blood-vessels require to be clamped and still fewer liga¬ 
tures to be applied. Sponge pressure, kept up for a few moments while 
the operator attacks another district, will generally be sufficient to 
control the greater part of the hemorrhage. This is preferable to 
the use of artery forceps, as not only is time saved—an impor¬ 
tant detail in these operations—but also the field of opera¬ 
tion will not be blocked by a dozen or more of artery 
clamps. It will sometimes be found useful to clamp a considerable 
amount of tissue in a large artery clamp and secure it either by a lig¬ 
ature en masse or by leaving on the clamp until the end of forty-eight 
hours. In an average case three to six vessels require to be secured, 
occasionally ten or a dozen. 

When complete separation of the rectum as far as the upper limit of 
the cancer has been accomplished, the next step will depend upon the 
condition of its anal portion. If this lower segment must be removed, 
the entire gut is drawn down until the disease is beyond the margins 
of the external wound, and the rectum is then amputated at a point 
an inch above the upper limit of the cancer, and the cut end united 
by sutures to the edges of the external wound. If the lower part, 
with the anus and sphincter muscles, has been saved, the segment of 
rectum containing the cancer is resected, thus leaving a portion of 
healthy gut to which the lower end of the proximal portion is sutured. 
If the lower segment has been split, its edges can be sutured together 
immediately, or this may be postponed for a future operation. The 
external wound is then closed partially by suture, drainage being 
effected by tubes or iodoform gauze. If the peritoneal cavity has 
been freely opened, no attempt is made to close the opening by 
suture, but the wound below is packed with iodoform gauze. 

If possible, the bowels are kept constipated for four or five days 
after the operation, and during this time the gauze packing is left un¬ 
disturbed. After the bowels have been freely moved the gauze is 
' taken out, the wound irrigated, and fresh gauze inserted. ' For several 
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days previous to the operation an attempt is made, by repeated doses 
of mild cathartics, to thoroughly empty the intestinal tract, and if this 
has been possible there will not generally be much difficulty in pre¬ 
venting a movement of the bowels for five or six days following the 
operation.— N. Y. Med. Joiii/i., Sept. 3, 1892. 


GENITO-URINARY ORGANS. 

I. Cases of Extirpation of the Kidney. By Dr. M, Sciiede 
(Hamburg). The reports of the cases arc exhaustive and interesting, 
and include ten cases operated upon with a cure in every instance. 
Formerly he had operated seven times with six recoveries, making a total 
of seventeen cases and only one death. This is very different from the 
statistics of Gross (233 cases) with a death-rate of 44.6 per cent.; of 
llrodcur, of Paris (235 cases) 44.4 per cent., or of Czerny (72 cases) 44.4 
per cent. Since the extirpation of kidney-tumors by means of the 
various retro-peritoneal incisions has been successful and the much 
more dangerous abdominal incision has become almost obsolete, we 
arc certainly justified in looking for more favorable results of kidney 
extirpations. 

Of the ten cases reported three were for carcinoma. The first, a 
woman of 45 years, had suffered for two years with pain, and had 
noticed about one year before a tumor in the left epigastric region. 
This tumor was of about the size of a child’s head, movable, and 
inflation of the colon proved that that organ was in front of the 
neoplasm. Urine contained blood, pus, and numerous (lakes and 
shreds of tissue which microscopical examination proved to be 
carcinomatous. On operation the tumor and some of the adjacent 
mesenteric glands were removed. Urine soon became clear and normal 
in quantity. The second a man, 59 years of age, had complained 
of urinary symptoms for upwards of fifteen months and a tumor in 
the right upper abdominal region. The tumor was movable, about 20 
cm. long. Inflated colon settled the retroperitoneal position of the 
tumor. Firm capsular adhesions but no attachment to neighboring 
structures were made out at the operation. The vessels of the 
hilum were ligated with catgut. The remains of the kidney sub- 
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stance were made out as a narrow sharply defined zone resting on the 
tumor like a cap. The third and last case of malignant disease was a 
man 64 years of age, who had suffered for eight years from hemor¬ 
rhages from, and pain in, the right kidney. At times the coagula were 
so large that obstruction occurred. Tumor first observed about one 
year before the operation, was about the size of a child’s head, 
uneven, movable, rather sensitive to the touch, behind the intes¬ 
tine, easily distinguishable from the liver and moving on deep respi¬ 
ration. On operation a tumor having been removed another imme¬ 
diately presented in the wound. This was of about the size of a 
normal kidney and occupied the angle between the renal vein and the 
vena cava. A third and fourth tumor were also made out varying in size 
between a hen's egg and a walnut, and lying along the vena cava, and 
so surrounded by large veins that great caution was necessary in 
removing them. There was very little hemorrhage, owing to the 
careful use of hamiostatic forceps. 

Urine cleared up within twenty-four hours and became normal in 
quantity by the third day. The kidney structure was almost com¬ 
pletely misplaced by tumor masses. 

The following case of uncontrollable renal hemorrhage is 
especially interesting. A man, 50 years of age, passed bloody urine 
for the first time after a cold drink. Had before frequently noticed a 
sensation of cold in the left lumbar region. If he remained quietly 
in bed the hemorrhages ceased, but returned as soon as he got up. 
Neither right nor left kidney could be made out and careful exam¬ 
ination of the bladder by catheter and endoscope and bimanual 
examination under an anesthetic gave a negative result. Consider¬ 
able blood in the urine, however, but the microscope revealed nothing 
abnormal except blood corpuscles. 

Styptics did not relieve the condition. The bladder was opened 
and elastic catheters inserted into both ureters. No urine escaped 
during the narcosis so a lithoclast was passed and seizing the ends 
of the catheters drew them out at the meatus; they were each 
inserted into a different vessel. The bladder wound was then care¬ 
fully closed. The same evening the blood was seen to escape from 
the left kidney. On operation nothing abnormal could be found in 
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the kidney except that the kidney substance was very friable. It was 
removed and microscopical examination revealed an anaimic condi¬ 
tion interspersed with small petechia:, and decayed cylinders covered 
with red blood corpuscles. 

Two of the cases were tuberculosis of the kidney. 

The first, a man, 43 years of age, began to complain about two 
years before of intense pain in the right kidney, occasionally bloody 
urine and rapid emaciation. There was a slight swelling of the 
cervical and inguinal glands. Urine yellowish-red to greenish, con¬ 
taining albumen and blood. Palpation under anaesthesia reveals a 
slight enlargement of the right kidney. An enlarged horse-shoe 
kidney was removed with difficulty owing to the adhesions to the 
surrounding tissues. Two equally large renal arteries were encount¬ 
ered and the greatly dilated ureter was sewed to the skin. Section 
through the kidney showed it to be interspersed with a great number 
of miliary tubercles. 

The second patient was also a man, 20 years of age, who began 
to emaciate and complain of burning pain in the urethra about six 
months before coming under observation. The urethral pain 
radiated to the right kidney. He had strangury, palpitation and 
anorexia. Right kidney enlarged and sensitive on pressure. Urinary 
examination revealed only numerous pus-corpuscles and bladder 
epithelia. No tubercle bacilli. Extirpation was simple, but the 
blood vessels were very short and their ligation required great care. 

Miliary nodules plainly visible in the kidney substance. Pelvis 
of the kidney dilated and filled with flakey urine mixed with brown¬ 
ish masses. The ureter greatly dilated and its mucous membrane 
ulcerated. It was sewed to the skin. Patient gained thirteen pounds 
in five weeks following the operation. 

Cases of pyonephrosis. 

A woman, 45 years of age, giving all the symptoms of a pyone¬ 
phrosis of the right kidney, was operated upon, and the kidney, 
surrounded by a thick, fat capsule, was easily removed. The ureter, 
which was thicker than a thumb was sewed to the skin. A catheter 
was passed into the ureter and the bladder as well as the ureter could 
be readily cleansed through the ureter fistula. Some days later, while 
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the patient was lying in the dorsal position the urine from the left 
kidney was observed to pass from the bladder through the right ureter 
and finally nearly all the urine escaped through this channel instead of 
through the urethra. It was therefore necessary to close this fistula 
which was successfully done. 

Woman, 24 years of age, suffered from pyonephrosis of the left 
kidney which was consequently removed. The degeneration was 
evidently caused by a very narrow stricture of the ureter which was 
only permeable to a very thin probe. 

Woman, 26 years of age, had a uretero-vaginal fistula, closure of 
which was attempted unsuccessfully. A second attempt resulted in a 
catarrh of the bladder, ureter and kidney pelvis, so that it was finally 
necessary to remove the kidney in consequence of the inflammatory 
condition. A retro-peritoneal abscess followed and convalescence 
was slow. 

Woman, 28 years of age, suffered from intermittent pyonephrosis 
and although there was no vital necessity for its removal the organ 
was removed upon the urgent request of the patient. The quantity of 
urine decreased during the first week, but became normal in the 
second. 

The retro-peritoneal transverse section is in itself an almost 
harmless method. 

In cases of exhaustive hemorrhage from the kidney nothing will 
avail except extirpation .—Jahrbiichcr tier Ilambiirgischcn Staats-Krank- 
tnanslallen. 

Samuki. Lloyd (New York). 


II. The Histological Processes Which Take Place in the 
Healing of Renal Wounds and the Restoration of Renal 
Tissue. By Dr. A. Barth (Marburg). The speaker reported the 
results of his investigations in the Pathological Institute, at Marburg, 
Germany, under Prof. Marchand. The animals chosen were rabbits, 
guinea pigs and dogs. Large wedge-shaped pieces were excised from 
the kidneys, either in a horizontal direction or, generally, in the lon¬ 
gitudinal'direction of the organ, and the wound closed in the usual 
manner. In forty-eight hours such a wound will be found to be 
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closed, and its cavity filled with a blood coagula reaching into its 
finest crevices. Such a wound differs from an ordinary wound in that 
the parenchyma, in its vicinity undergoes grave nutritive disturbances, 
in consequence of the disturbance of circulation. The urinary canal- 
icnli are most severely implicated. All the different variations from 
complete necrosis of entire canaliculi to the slightest alterations of the 
epithelium are to be observed. The cells swell up and melt into 
homogenous masses in the interior of the canaliculi, until there re¬ 
mains a necrotic mass of cylinder without the slightest indication of 
nuclei or the outline of cpithclia. Fatty degeneration also plays a 
very important part in the process. The glomeruli, on the contrary, 
offer great resistance, which is apparently extreme. Side by side with 
these degenerative phenomena there are to be seen reparative efforts. 
The nuclei of the cpithclia pass through various stages of division. 
These can be followed from the wound in decreasing frequency as far 
as the urinary canaliculi are injured. In the intact parenchyma they 
are not to be seen. The connective tissue elements of the altered 
renal parenchyma present very active stages of proliferation. In the 
endothclia of the intertubular capillaries and the interstices of the 
blood-vessels as well as in the fixed connective tissue-cells of the 
fibrous capsule numerous • cells undergoing mitosis are observable 
which are of great importance for the actual formation of the cicatrix. 
It is expressly mentioned that those portions of the kidney which are 
far lemoved from the wound, as a rule, do not present any anatomic 
changes. The writer could also not confirm the assertion of Paoli, 
that the epithelium of the kidney remaining after nephrectomy under¬ 
went, as a rule, alterations. After two more days the changes de¬ 
scribed have made very characteristic progress. Even gaping wounds 
are now covered with a young granulating tissue, having its origin in 
the capsule and pushing its way into the coagulum of blood, while at 
the same time the coagulum is very vigorously attacked by a granula¬ 
tion tissue which has its point of departure from the intertubular 
spaces. The canaliculi of the vicinity are partly necrotic and 
thus remain a long time as necrotic cylinder masses in the cica¬ 
trix and its vicinity. The majority of them are filled with a young 
and regenerated epithelium. The diversity of karyokinetic figures at 
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this stage is very great, while, on the contrary, (luring the few follow¬ 
ing days they decrease in number. On the eighth to the eleventh day 
the real process of healing is generally at an end, the blood coagulum 
of the cavity of the wound being filled with an already firm granula¬ 
tion tissue. Following the stage of connective tissue proliferation fol¬ 
lows that of contraction. The greater the resection the greater the 
contraction, which corresponds to the before described zone of circu¬ 
latory disturbances. It is generally strongly contrasted with the sur¬ 
rounding renal tissue. The glomeruli are pressed closely together 
and the canaliculi are filled with young epithelium. Often this epi¬ 
thelial proliferation reaches into the cicatrix itself. Hut the cicatrix 
remains cicatrix and is never filled with the glandular structure again. 
Sometimes the contraction has the characteristics of diffuse process 
and affects, especially, the upper layers of the cortex, while the deeper 
ones, lying near the medullary portion undergo a compensatory dila¬ 
tation and enlargement of the canaliculi and glomeruli. This diffuse 
contraction of tissues without doubt sets in in very extensive 
severing of the branches of the renal artery. The writer 
observed it only in very extensive and broad resection of the 
kidney in the longitudinal direction, when the majority of the renal 
vessels are implicated. Such incisions as are made at the post-mor¬ 
tems or in oblique resection of a pole arc the most advantageous for 
the preservation of the organ's nutrition. If the pelvis of the kidney 
be opened after four weeks one finds under the cicatrix a granulation 
tissue, rich in cells and vessels, which is covered with epithelium, ir¬ 
regularly arranged in several layers. Here there had been produced 
an ulcer from separation of the two tissues which had been covered 
over by epithelium from the pelvis of the kidney. In one case, there 
was found thirty-two days after the operation, a fistula reaching from 
the pelvis of the kidney to the abdominal wound which had been 
coated with epithelium. Finally, it may be said that there is an un¬ 
doubted tendency on the part of the tissues to regenerate and replace 
that which has been lost. The active proliferative process of the tubu¬ 
lar epithelium, in the neighborhood of the wound, is of value, yields 
practical results, in that it leads to a restoration of the desquamated 
epithelium. On the contrary, the scanty formation of new canaliculi 
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is of no importance and the glomeruli are certainly not reformed. 
There is no such thing as a recreation of new and active renal tissue, 
as asserted by Tuffier, Kuemmcl and somewhat cautiously by Paoli, 
neither in the cicatrix, in its vicinity nor in any other portions of the 
remaining parenchyma of the kidney. The results which the writer 
obtained on five dogs arc of extreme interest in this direction on this 
point, as bearing directly on this point. In one grown animal the 
lower pole of the organ was resected oblique, and in four young dogs 
of the same litter the kidney was resected in the longitudinal direc¬ 
tion. Only one kidney was operated on and the animals killed on the 
eighteenth and hundred and second days. In none of these was there 
a complete restoration of the removed parenchyma by enlargement of 
the remaining portions of the kidney. A compensatory hypertrophy 
in the intact portions of the operated kidney is not to be denied, yet 
it is never more than that of the intact organ, so that the organ oper¬ 
ated upon always remains smaller than the other. The compensatory 
hypertrophy takes place in the resected as well as in the intact kidney, 
being especially noticeable in the cortical substance, by au increase in 
size of all its elements. The glomeruli enlarge, their capsules dilate 
and the canaliculi grow in circumference and also probably in length. 
From this the glomeruli appear to'be correspondingly further removed 
from each other. The writer demonstrated these conditions by means 
of four charts of microphotographic [hates, derived from the four dogs 
of the same litter. The writer tried to investigate the question of the 
new formation of glomeruli. He examined all suspicious specimens— 
as those which, for example, Tuffier regards as the initial stage of the 
glomeruli—in serial sections, and is able to assert that, neither in the 
operated nor in the intact kidney does a formation after resection 
occur. He did meet with youth glomeruli undergoing formation in 
the kidney of young animals, but these structures were present in the 
resected piece as well as in the remaining portions of the kidney. 
They were never found in the full-grown animals. They certainly 
have no connection with any compensatory processes. The writer 
promises more on this subject in a more complete work.— Vcrhandl. 
Der Deulseh-Gesellsch. fuer Chirurgic, XXI/Congress, 1892. 
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III. A Case of Resection of the Ureter. By 15 . Kuester 
(Marburg). The speaker presented a thirteen year old boy, who 
had been operated on by his predecessor, H. Braun, in 1890, a left¬ 
sided nephrotomy being done on account of hydronephrosis. After 
the operation scarcely a drop of urine passed through the normal pas¬ 
sage as the right kidney was absent. A year after the patient appeared 
at the Marburg clinic in order to be freed from bis troublesome affec¬ 
tion. All the urine was still passed through the abdominal fistula. 
It was turbid and albuminous. An attempt to cathctcrize the ureter 
through the fistula failed and aggravated his condition for a long 
time. It was concluded to expose the ureter and seek the 
obstacle to the flow of urine. In June, 1891, an oblique incision was 
made in the flank down to the kidney and the peritoneum pushed for¬ 
wards until the kidney was reached. As the ureter was still invisible 
the anterior surface of the kidney, which was dilated downwards in a 
sacciform manner, was expos'ed and this sac opened through an inci¬ 
sion anteriorly of about 6 cm. length. On drawing the walls of the 
sac apart the ureter was to be seen, as a slight projection at the posterior 
portion of the sac, 4-5 cm. in length and running from above down¬ 
wards, to end in a slit-shaped opening. A button-shaped knife was 
inserted into the slit and the canal divided from one end to the other. 
On introduction of a sound, at about 3 cm. from the termination of 
the slit an insurmountable obstacle was met with. The canal being 
still further divided a very narrow cicatricial stricture came into view, 
which was only passable for.the finest bougie. The ureter was resected 
at the pelvis of the kidney and at the point below the stricture so 
that about 3 cm. of the canal were excised, 'flic lower end of the 
ureter was so dilated and separated from its surroundings that it could 
be easily applied to the posterior wall of the pelvis of the kidney. 
At its anterior border it was slit up from above downwards for 1 cm., 
the edges spread apart and, after freshening up the posterior wall of 
the pelvis, it was fastened in place by means of a few catgut sutures. 
In this manner a sort of funnel was formed which would better receive 
the urine. After closing the wound in the pelvis by a few sutures the 
large lumbar wound was stuffed with aseptic mull and dressed, to be 
united after a few days by secondary sutures. Already a few hours 
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after the operation bloody urine was passed by the urethra and this 
continued regularly, although the greater portion of the renal secre¬ 
tion passed, as before, through the lumbar fistula. The average 
quantity of urine coming through the urethra, for months, was only 
ioo ccms. daily, at the same time being turbid and albuminous. By con¬ 
tinued injections of a nitrate of silver solution the albumen was 
removed from the urine, but only after four months did larger quanti¬ 
ties of urine pass through the bladder. In November the lumbar fis¬ 
tula was freshened up and closed by means of sutures, and in January 
the hoy was discharged with entirely clear urine. He is at present 
healthy and in the best of spirits. An abdominal hernia has devel¬ 
oped in the cicatrix and the urine again contains slight quantities of 
albumen. Kuestcr presents the case as a warning that we must be 
more conservative in our renal surgery, and, that especially in hydro¬ 
nephrosis nephrectomy must give way for the less dangerous operation, 
nephrotomy. This case also indicates the manner of treating those 
cases of hydronephrosis which are due to a stricture of the ureter. In 
the subsequent discussion, Trendelenburg stated that he had operated 
on a similar case but that the operation was followed by ileus and 
death. The necropsy revealed an adhesion between the sac and the 
colon. Alsberg, of Hamburg, has observed a similar case.— Vcr- 
hailtil. tier Deutschen Gescllseh. fuer. Chintrgie, XXI. Kongress, 1892. 

Frank II. I’ritciiakd, (Norwalk). 

IV. The Control of Hemorrhage after Supra-pubic 
Prostatectomy, lly Dr. E. L. Kf.yes (New York). The author 
acknowledges that a certain positive proportion of patients die within 
a few days after prostatectomy without suppression of urine, their de¬ 
mise being ascribed to shock, exhaustion, failure to rally, and the like. 
He thinks that the influence which hemorrhage may have, in deter¬ 
mining these results is conjectural, while much loss of blood is often sus¬ 
tained. For the purpose of limiting the bleeding as much as possible he 
advises the use of a tampon, as follows: 

The tampon is made of bichloride gauze. A square of four thick¬ 
nesses of gauze is first cut, the length of each side being about six 
inches. Upon this are placed eight thicknesses of gauze cut square, 
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each side measuring four inches, and upon this eight other thicknesses 
of gauze, also square, the side measuring three inches. Centrally, 
upon the three-inch pad a small white shirt-button is tied by stout silk 
ligatures, transfixing the pad and tied upon the six-inch square surface. 
This central button also has a piece of silk attached to it, running out 
freely in the direction away from the three-inch surface. This is to 
facilitate extraction. Each of the corners of the six-inch pad is stoutly 
tied with a piece of silk, and the silk from each of these four corners 
is knotted at its end into a double knot, while the silk running out 



backward from the button is lied with a single knot, for the purpose 
of distinguishing which is which when making the extraction; 
although practically it will be found that they must in one case all 
be made taut and pulled upon all together in order to effect removal 
with the greatest care and facility. 

He passed a soft bulbous olivary French catheter through the 
urethra into the bladder and out through the supra-pubic wound, and 
tied the double silk upon the end of it, and with the silk making 
traction along the line of the urethra, drew the tampon powerfully down 
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into the funnel-shaped excavation of the prostate, and tied the double 
ligature over a piece of soft gauze at the urinary meatus upon the 
relaxed penis. In the second instance (because the patient also had deep 
urethral stricture) he made a perineal urethrotomy, and by direct trac¬ 
tion through the perineal incision upon his tampon, drew it firmly 
into place, and tied the strings over a gauze perineal pad. 

In both instances the subsequent removal of the pad was compara¬ 
tively easy, and its effect in carrying out the function for which it was 
designed manifest and satisfactory. 



Dr. A. T. Cabot has used with success for the same purpose a tampon 
consisting of a long strip of gauze, the edges of which should be rolled 
in and stitched so that there will be no loose, frayed edges, and then 
doubled in the way indicated in the cut and run on to the silk to which 
is attached the button. It could then have another thread attached to 
the upper end to remove it by. This could be drawn into the neck of 
the bladder as firmly, as any compress; but on loosening the thread 
which passes through the perineum and then drawing on the upper 
thread, it would come out in a long strip, much as the packing which 
one applies to a bleeding uterus docs.-Mei/icalRecord, Sept. 17,1892. 
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V. Guyon’s Method of Evacuating Debris after Litho- 
trity. By Reginald Harrison, F. R. C. S. (London). The author 
remarks that a fragment of stone left behind after evacuation, being a 
nucleus for the formation of another concretion, is the most fertile of 
all the conditions favorable to the reproduction of stone. M. Guyon 
avoids this by not only breaking up the stone, but absolutely pulveri¬ 
zing it. In illustration, a urate-phosphate stone with a diameter, 
which only just brought it within the grasp of the largest litholrite, 
was subjected to trituration for twenty-five minutes without with¬ 
drawal of the lithotritc. When no fragments could be felt with the 
lithotritc, the evacuating catheter was introduced, consisting of a full 
sized instrument with a larger eye on either side of the beak. No 
aspirator was attached to it for withdrawal of fragments, but after his 
bladder had been allowed to empty itself spontaneously by the 
catheter, an ordinary syringe was attached to the instrument and 
about six ounces of warm boracic lotion gently injected. Then the 
syringe was disconnected and the bladder allowed to empty itself, this 
process being continued until the contents of the syringe were 
returned absolutely pure. The bladder was finally washed out with a 
i-iooo solution of nitrate of silver, and a rubber drainage catheter 
left in situ for twenty-four hours. The operation was completed in 
forty minutes, and considerably over an ounce of stone powder with¬ 
drawn suspended in the boracic lotion, the debris, after it had 
subsided, having the appearance and feel of soft homogeneous mud 
with no appreciable fragments of stone in it. The amount of blood 
was little more than sufficient to color the water and entirely disap¬ 
peared before the syringing was completed. The author epitomizes 
the points observed in this and similar procedures, as follows: 

1. The use of the lithotritc to produce the pulverization was 
necessarily more prolonged than where mere fragmentation is the 
object. This with the patient under an anaesthetic is a matter of no 
importance so long as the lithotritc is carefully used. 

2. The less frequent introduction .of lithotrites and evacuating 
catheters along the urethra. This is a point of some little importance 
where the prostate is large and the deep urethra irregular. 
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3. The back action of the suction apparatus by means of which 
fragments of stone often become impacted in the saccules and lacuna: 
which are found in bladders, complicated with enlarged and irregular 
prostates, is done away with. The force of a syringe is probably less 
than that of the back action of a strong rubber bag compressed by 
the hand. Further, impalpable wet powder is substituted for irregular 
fragments of stone. The latter by their nature arc not only more 
liable to become impacted in depressions within the bladder wall, but 
by their movements under the force of the aspirator to wound the 
mucous membrane. 

4. With the syringe, there is no chance of fragments once with¬ 
drawn being washed back by any return current into the bladder.— 
London Lancet, July 2, 1892. 

VI. Laparotomy for Rupture of the Bladder. By J. W. 
Hui.ke, F. R. C. S. (London). A man, a:t. 33, after having been but¬ 
ted in the abdomen, suffered great pain in the vicinity of the bladder. 
The catheter drew off six to eight ounces of urine very slightly tinged 
with blood. The next day twenty-four ounces were drawn off at 
noon, which seemed incompatible with the diagnosis of complete 
rupture of the bladder. Great abdominal pain and distension with 
turbid and offensive urine persisting, cxploraling laparotomy was 
undertaken, by an incision three inches long, just above the pubis, 
afterwards extended nearly to the umbilicus. A large extravasation of 
blood was found behind the rectus muscle in the subperitoneal cellular 
tissue. On opening the peritoneum, several ounces of greenish bloody 
fluid escaped. At first, only coils of highly congested small intestine, 
coated and agglutinated by recent exudation, were apparent, but on 
displacing these gently upward much highly offensive puriform fluid 
welled up from the situation of the urinary bladder, and when this 
had been sponged out, a rent nearly sagittal in direction, about two 
inches and a half long, in the posterior wall of the bladder, was 
brought into view. Its edges were swollen, soft and stained with 
infiltrated blood. The rent was closed with a double row of closely 
placed sutures, the deeper series including all the tissues down to the 
mucosa, and the superficial series, the peritoneum with perhaps a thin 
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plane of muscular tissue. The bladder was then injected with a boric 
solution and found watertight. The peritoneum was flushed, and the 
wound closed and dressed. The peritonitis persisted and the patient 
died the next morning .—London Lancet, July 23, 1892. 

VII. Perineal Prostatectomy. llyC. Mansfxl-Moulun, F. 
R. C. S. (London). The author presents two cases which illustrate the 
advantage and risk of-this operation. (1) A man, art. 70, complained 
of difficult micturition of about three weeks standing, although he 
admitted nightly interruptions for some time previously. Retention 
was now complete. A silver prostatic catheter passed easily, but a soft 
one was brought to an abrupt stop just beyond the bulb and could not 
be introduced without a stylet. The vesical capacity was twenty- 
eight to thirty ounces and expulsive power was almost extinct. The 
amount of urine daily varied from thirty to sixty ounces, which could 
be withdrawn only by catheter. After a fortnight of this, the ease 
with which a full-sized catheter could be passed and the very small 
quantity of blood in the'urine showing that the retention was not due 
to temporary congestion or thrombosis, rectal examination showing 
that the prostate was only moderately enlarged, and the obstruction 
to the passage of a soft catheter, indicating simply enlargement of the 
middle lobe of the prostate, a perineal section was undertaken with a 
view to the discovery and removal of the obstruction. Through a 
soft and lean perineum, with a prostatic urethra scarcely longer than 
normal, the median lobe was easily reached and found protruding 
forward into the neck, and was removed with the top of the left 
lateral lobe by means of a wire ccrascur. The conditions showed that 
these two projecting nodules, meeting over the urethral orifice when 
the vesical muscles were put in motion, effectually closed it. An 
incision was then made behind along the middle line of the floor of 
the urethra and the firm tissues torn through by the pressure of a steel 
director, with the object not only of removing the valve, but estab¬ 
lishing a low level channel and keeping the post-prostatic pouch 
empty until its walls had recovered their tone. Suitable drainage was 
provided. There was little hemorrhage during the operation, but 
much venous oozing during the following night, to which in great 
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measure was due the very severe shock. For some time great weak¬ 
ness prevailed complicated with delirium, during which the tube was 
withdrawn from the bladder, which was allowed to drain itself through 
the wound, controlling decomposition by occasional sublimate irriga¬ 
tion and injection of iodoform emulsion. Very little progress was 
thus made until the end of the third week, when rapid recovery set in, 
and, at the time of the report there seemed to be every prospect of a 
perfect result. 

(2) The second case occurred in a man, set. 66, who had not 
been able to pass urine without a catheter for nine years, now suffered 
from retention. His urine was alkaline and he presented the symp¬ 
toms of incipient uraemia. The difficulty of passing a catheter 
continuing to increase, perineal section was determined upon. The 
urethra was laid open and the prostatic portion examined with the 
finger. The bladder, by passing in a sound and hooking it against the 
the trigone, could be drawn down sufficiently to feel the neck; the 
lateral lobes were found to be much thickened and elongated, having 
raised up between them a fold of mucous membrane—which proved 
to contain an up growth from the prostate—across and behind the 
vesical orifice. The median bar was divided but, as this did not 
give much relief, an attempt was made to enucleate a sufficient 
portion from the lateral lobes by incising the mucous membrane 
covering them, and working at them with the finger and a Volk- 
mann's spoon; upwards of a dozen nodules, varying in size from a 
pea to a hazelnut, were shelled out in this way and the channel freely 
opened so that the finger could be introduced without difficulty and a 
drainage tube of full size fixed in the wound to carry off the urine. 
Collapse followed the operation, and the patient remained in a low 
condition, blood and pus came from the wound in considerable 
amount, and lie died on the sixty-first day. The autopsy shown that 
the entire prostate had been scooped out, only a few sloughing shreds 
about the wall being left. The author remarks, in view of the 
autopsy, that the lateral lobes in this case were the offending 
structures, their upward growth having raised a fold between them 
and the vesical orifice, but it was firm and rigid, not valve-like, and 
though it might have led to the production of a post-prostate pouch, 
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would not of itself have caused complete retention; the chief difficulty, 
if not the whole, was due to the way in which the increase in their 
thickness had compressed the urethra into a narrow slit, through 
which it was not easy to force the finger. This, aided by a stricture 
from which the patient suffered, had created a degree of resistance 
which the wall of the bladder, weakened by long continued inflamma¬ 
tion, was unable to overcome. Catheterism had become impracticable. 
The supra-pubic operation would almost certainly have proved fatal, 
and would not alone have relieved the stricture. Simple drainage 
would probably have been the best resort .—London Lancet, July 16, 
1892. 

VIII. Case of Simultaneous Epithelioma of the Lip and 
of the Penis, lly G. R. Turner (Greenwich). A man, mt. 24, with 
no family history of malignant disease and a negative result from 
syphilitic treatment presented himself with a harelip and a warty mass 
of four months growth on his lower lip. lloth were operated upon, 
the latter being shown by microscopical examination to be distinctly 
cpithcliomatous in character. He now confessed to a similar growth 
on the penis, dating back nearly a year, which had been treated 
ineffectually by caustics. The growth formed a sore, large and 
ragged, with hard and somewhat everted edges, chiefly on the dorsum 
and nearly surrounding the whole penis, extending from within half an 
inch of the root to the same distance from the tip. The growth was 
removed, involving a very considerable portion of the penile cover¬ 
ings, but neither the corpora cavernosa nor the corpus spongiosum 
were invaded. The patient made a good recovery. In concluding, 
the author adverts to the rarity of the development of epithelioma in 
two places so remote from one another .as the lip and penis, particu¬ 
larly in so young a subject .—London Lancet, June 25, 1892. 

James E. 1’ii.ciif.r (U. S. Army). 

IX. Operative Treatment of Hypospadias of the 
Scrotum. By Dr. A. Landkrer (I.cipsic). The method Landcrcr 
used twice successfully is an imitation of Rosenberger’s operation in 
case of epispadias, where the penis is covered by means of the 
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abdominal skin. Landercr operates in two stages. At first the penis 
is sutured to the scrotum on both sides of the urethral passage in the 
penis, two strips from three to four millimeters broad arc freshened, 
the freshening extending into the scrotum ; the length of the freshen¬ 
ing must amount to twice as much as the length of the urethra to be 
formed. Suturing the gland of course at the deepest point of scrotal 
freshening. The second part of the operation is performed after six 
or eight weeks. The penis is then to be taken out of the scrotum and 
to be covered with skin on its lower surface. For this purpose it is 
pulled high up at the glans and now two lateral incisions about four 
or five centimeters long are led from the urethral opening into the 
dartos. The rhomboid defect tints arising is closed by suturing. In 
this way a fair penis with clear upward tendency is made.— Deutsche 
Zeitschriftfiir Chirurgie. Vol. XXXII, p. 591. 

X. Operation for Urethral Fistula. By Dr. Carl Lauf.n- 
stein (Hamburg). Of late years Lauenstcin repeatedly obtained 
excellent results by using the following method: As in case of Lawson 
Tait’s “perineal plastic" method, the edge of the urethral fistula, by 
a horizontal incision in the plane of the fistula from four to six milli¬ 
meters, is circularly separated into two plates without the removal of 
any tissue, the urethral wall forming one plate and the skin the other. 
The corresponding tissues are then united by catgut sutures. A small 
rubber tube is placed in the urethra for the passage of urine until the 
wound is healed. The healing seems favorably influenced by the 
breadth of the freshly denuded surfaces.— Deutsche Zeitschrift fiir 
Chirurgie. Vol. XXXII, p. 563, 

Georc.e Rverson Fowler (Brooklyn). 


TUMOR. 

I. Deep-Seated Dermoid Cyst of the Thigh. By J. W. 
Hulke, F. R. C. S. (London). A woman, ret. 47, presented a tumor 
on the inner part of the right thigh, extending from the groin to one 
hand breadth from the knee, and having a transverse diameter equal to 
if not greater than that of the thigh itself. It fluctuated distinctly and 
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near its lower end presented a small ulceration from which oozed a 
turbid, milky, inodorous fluid. The equal distinctness of the percus¬ 
sion wave throughout the tumor showed it to be unilocular, and the 
fluid oozing from the ulceration showed its contents to he sebaceous in 
character. The absence of sebaceous glands in the groin excluded the 
diagnosis of wen and narrowed it down to dermoid cyst. The practica¬ 
bility of successful extirpation of the cyst appearing probable, it was 
undertaken, with a successful result. It was found to be intimately 
attached to the periosteum ot the front of the os pubis, just under the 
attachment of the adductor longus; and at this point two little tufts of 
hair were found springing from the inner surface of the cyst. The 
wound was closed and dressed and ultimately healed satisfactorily, 
although complicated at first by several troublesome sinuses .—London 
Lancet, July 23, 1892. 

James E. 1’u.cuer (U. S. Army). 


BONES.—JOINTS.—ORTHOPAEDIC. 

X, Cases of Ununited Fracture of the Humerus Sub¬ 
jected to Osteotomy and Metallic Suture Without Benefit. 
Reported by Dr. J. Hknnequin (Paris). In an article on osteotomy of 
the long bones, the author discusses the indications and contra-indica¬ 
tions for osseous sutures in cases of ununited fracture. lie contends 
that, when the fragmcntsarc in contact, without interposition of foreign 
tissue, or when the interval separating them is slight, the suture is 
without influence in the formation of the osseous callus which will 
form, when the constitutional conditions of the patient are favorable, 
as well without as with the suture, but which will be wanting notwith¬ 
standing the refreshing and suture of the fragments, if the system is 
under the influence of one of those tendencies, the nature of which 
we arc still ignorant of, which renders it powerless to effect a bony 
union. 

As demonstrating the truth of this he recites the following cases, 
which may be considered as particularly valuable as instances of a 
class of experience which is rarely published. 
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Cast I. —Male, aged sixty years; in apparently vigorous health. 
Simple fracture of the left humerus at a point a little above its middle. 
Service of M. I^abbiS, Hospital lleanjon. Retentive apparatus for 
forty-five days; when removed, no consolidation. After two weeks a 
new apparatus applied. At the end of four months, no consolidation. 
Operation by M. Labb6. The fragments found with their ends in 
contact, no tissue interposed, and surrounded by a fibrous sheath. The 
end of the upper extremity was conical; that of the lower somewhat 
swollen and cidarged, with a corona of ostcophytic bosses, Ends of 
fragments resected by a saw and united by two silver sutures. The 
further history of the wound was without complication and also with¬ 
out consolidation. 

Five months later the procedure was repeated by M. llouitly. 
Again no consolidation. Some months later M. Schwartz subjected 
him to a third operation, in which the bones were sawn obliquely and 
the surfaces fastened together with a bone peg. The wound suppur¬ 
ated ; a fistula resulted; no union occurred, and finally the patient 
was discharged after a residence of eighteen months in the hospital, 
still having a false point of motion and a fistula. 

Cast II .—A very vigorous man, thirty years of age. Fracture of 
the left humerus at a point a little above the middle. Splints for 
three months, at the end of which time no consolidation. Operation 
at the Hospital lleanjon by M. Hazy; ends of fragments resected and 
united by two points of silver suture. Sometime later the patient 
having been unimproved by the first operation, he was again subjected 
to the same procedure by M. LeDentu, but with no better result, and 
was finally discharged with a false joint persisting. 

Cast III. —Male, forty-five years of age, somewhat antemic, but 
without known constitutional vice. Fracture of the left humerus at 
its middle. At the end of three months no consolidation. Opera¬ 
tion at the Hospital Bichat by M. Broca. Fragments when exposed 
presented same configuration as noted in Case 1 . Ends resected and 
united by iron wire. Two months later no consolidation. Patient 
left the hospital with his false joint, and was lost sight of. 
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Case IV —Male, aged upwards of sixty years; fracture of right 
humerus at the point of union of middle and lower third ; persistent 
pseudarthrosis; operation revealed abundant muscular fibres intcr- 
persed between fragments. These having been cleared away, the 
ends of the bones were resected and brought together accurately with 
two silver sutures, and dressed with plaster so as to hold the fragments 
very exactly in their normal relations to each other. Nevertheless no 
osseous union followed, and the false joint persisted until his death 
some months later. 

The author also recites the following interesting case of non¬ 
union after fracture of the femur, persisting despite repeated opera¬ 
tions: A man, forty years of age, in excellent health, sustained a frac¬ 
ture of the right femur just below the trochanters. At the end of 
four months there was no union, but much deformity and shortening. 
For four months more ordinary treatment was persisted in, but no 
improvement having been effected, the seat of fracture was exposed 
by incision, the ends of the fragments cut obliquely and placed in 
apposition, and dressed with an extending and immobilizing apparatus; 
but with suture of the bones. 

1 

Five months later no consolidation had taken place, and the 
surgeon, M. Berger, at the Hospital Lariboisiere, again exposed the 
ends of the fragments, refreshed them and mortised them into each 
other, securing them together with two strong sutures of platinum. 

The second operation failed to effect consolidation equally with 
the first, and after some months of effort, all further attempts to secure 
union were abandoned .—Revue de Chirurgie, August, 1892. 

II. Fracture of the Upper End of the Ulna, with Dis¬ 
location of the Head of the Radius, By K. M’Leod, M. D., 
F. R. C. S. (Calcutta, India). In a clinical lecture at Calcutta Medi¬ 
cal College, Prof. M'Leod used a case of this injury as a test, and, 
after citing numerous experiments, authorities and statistics, con¬ 
cluded : 1. That the injury in question is by no means infrequent. 
2. That it is generally due to direct violence, the point of applica¬ 
tion and degree of violence determining whether one or both of the 
injuries result. 3. That the deformity is characteristic, the upper 
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fragments of the ulna being pushed or pulled forward and outward, 
causing angularity of the shaft and some bulging at its upper end, and 
the head of the radius lying in front of the external condyle of the 
humerus and giving rise to some abnormal fulness there. 4. That the 
characteristic displacement of the upper fragment of the ulna is due 
to the effect of the violence, and to traction exercised by the oblique 
and orbicular ligaments and the supinator brevis muscle. 5. That 
when the displacement of the radius is not detected and remedied, the 
ulna undergoes union in its distorted state and the limb loses consid¬ 
erably in efficiency as regards both movement and power. 

From these considerations the author strongly insists upon the 
following practical precepts: 

1. Whenever we find a fracture of the upper end of the ulna, 
examination should be very carefully made for a dislocation of the 
head of the radius. 

2. Should such a dislocation be found, it must be reduced at once 
and endeavors made at the same time to rectify the displacement of 
the upper ulnar fragment. 

3. In view of the clinical fact that it is sometimes found very 
difficult to retain the head of the radius in position after reduction, 
examination of the part must be made from time to time in order to 
be sure that the head of the bone is in its proper place .—London 
Lancet, June 18, 1892. 

III. Spasmodic Wryneck. By Noble Smith, F. R. C. S. 
(London). Referring to two cases, previously reported, he remarked 
that the cure seemed to have been permanent. (1) In the first, the 
patient had suffered severe spasms for sixteen years; the author re¬ 
moved a piece of the left spinal accessory and subsequently of the 
posterior branches of the second, third and fourth cervical nerves, as 
well as every nerve filament that he could find entering the splenius 
capitis muscle. This patient had remained well for over two years. 
(2) The second case was that of a gentleman, ait. fifty-seven, who had 
suffered spasmodic movements of the neck, head and face, which had 
begun in the right sterno-inastoid. He was permanently cured by 
excision of a piece of the right spinal accessory. 
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(3) He now reports a case of a woman, ait. forty-five, with spas¬ 
modic wry neck of fourteen years standing. In this case the external 
rotators on the right side were acting more strongly than the left 
sterno-mastoid, wherefore lie decided to operate upon the posterior 
branches of the cervical nerves in the first instance ; the operation 
could not be completed on this occasion because of the weakness of the 
patient. But six months later half an inch of the left spinal accessory 
was removed, which entirely relieved the spasm of the sterno-mastoid. 
By a third operation, pieces were removed from the second, third and 
fourth posterior branches of the right cervical nerves; this entirely 
relieved the spasm of the splenitis, but some slight paroxysm still ex¬ 
isted in the deep rotators, which, however, is gradually improving, so 
that a cure is anticipated. 

(4) Another woman, ret. over fifty, had suffered for fourteen 
years from severe spasms. Excision of a piece of the left spinal acces¬ 
sory had relieved the patient from spasm of that muscle and thereby 
removed the severe pain from which she was suffering. Other spasms 
at the back of the neck were also much relieved and, if not relieved 
in due time, can be prevented by a further operation .—London Lancet, 
June 18, 1892. 

IV. Spasmodic Wryneck. By A. Pbarce Gould, F. R. C. S. 
(London). A woman, ait. twenty-eight, had suffered from spasmodic 
torticollis for eight years, the spasm being apparently limited to the 
sterno-mastoid muscle. The constant electric current having proven 
unavailing, the author exposed the spinal accessory nerve by means of 
an incision along the anterior border of the upper part of the sterno- 
mastoid muscle, intending to stretch it and excise a considerable por¬ 
tion. In stretching it from the central end, the nerve gradually gave 
way and a long slender nerve was pulled out from the jugular foramen 
and four and a half inches of it were excised. No special symptoms 
were observed attributable to the tearing of the nerve roots. The 
wound healed readily and an entire cure resulted. 

The author has on two subsequent occasions removed the spinal 
accessory in the same way for spastic torticollis, but it is yet too early 
to pronounce with certainty upon the result of the operation in them. 
—London Lancet, June 18, 1862. 
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V. Spasmodic Wryneck. By Homunj) Owen, 1\ R. C. S. 
(London). A woman of mature age had been suffering from severe 
disfiguring spasmodic torticollis for three years. General and special 
medical treatment, with massage and electricity, having proven un¬ 
successful, the author made an incision about three inches long, 
descending from the apex of the left mastoid process along the anterior 
border of the stcrno-mastoid ; the external jugular vein having been 
tied in two places and divided, and the edge of the sterno-mastoid 
having been raised, the posterior belly of the digestric was exposed 
and close beneath it a greatly enlarged and livid lymphatic gland, 
which it was thought might be the source of the trouble on account 
of its pressure on the nerve, and it was excised. After a little more 
dissection, the spinal accessory was exposed and about an inch of it 
removed. The patient recovered well from the operation and the 
spasm was relieved. 

The author remarks that the spinal accessory nerve enters the 
sterno-mastoid in so deep a situation that the muscle has to be well 
slackened and turned out before the nerve can be thoroughly exposed. 
A surgeon, therefore, who tried to reach it through a small incision 
might not improbably fail altogether to reach it; indeed, in the 
present case, a small artery, descending obliquely over the internal 
jugular vein to enter the muscle was at first taken for the nerve; but 
when pinched with the forceps, it did not cause contraction of the 
muscles, as happened later when the nerve itself was so treated. The 
spinal accessory nerve, moreover, is as exposed in the operation a 
very large and conspicuous trunk ; it enters the substance of the mus¬ 
cle at about the level of the angle of the jaw, but above this level, it 
is deeply hidden beneath the muscle ; when the muscle is well pulled 
outward, the nerve is tightly stretched and is thus readily made out. 

The points to be borne in mind are: (i) As the nerve Her deeply 
beneath the muscle, a free incision must be made to find it; (2) that 
it is by no means near the anterior border of the muscle; (3) that it 
runs almost vertically and that it enters the deep aspect of the muscle 
at about the level of the angle of the jaw; (4) the incision should be 
begun at the tip of the mastoid process, and (5) the hinder border of 
the posterior belly of the digastric and the conspicuous internal jugu- 
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lar vein afford the best landmarks. This operation, though straight¬ 
forward is by no means easy ; it is far better than that of seeking the 
nerve as it emerges from the sterno-mastoid .—London Lancet , June 
18, 1892. 

VI. Spasmodic Wryneck. By J. Aiti.kyard, F. R. C. S. 
(Bradford). A woman of mature years had suffered from spastic torti¬ 
collis for nine months, during two of which she had been under treat 
ment by Dr. Major in the Bradford Infirmary, York. Under chloro¬ 
form, the author turned the head on its side with the face to the left 
and made an incision for about three and a half inches from the right 
mastoid process downward along the anterior edge of the right sterno- 
mastoid muscle; the fascial sheath was opened, the anterior border of 
the muscle defined, and the tip of the right forefinger inserted near the 
mastoid process under the muscle and gradually but gently worked 
downward inside the sheath, each resisting vessel or collection of 
fibres drawn out with a blunt hook for inspection before division. At 
last the spinal accessory nerve was felt, after some delay and difficulty, 
firmly resisting the progress of the finger, but nearer to the posterior 
edge of the muscle than was expected, and entering the muscle about 
the level of the lower border of the angle of the jaw. It was hooked 
forward for inspection, found to be a little thicker than a crow quill, 
and certainly solid and made up of nerve bundles. A piece tbrec- 
quarters of an inch long was cxsccted; one small artery and one vein 
were ligatured; there was only slight loss of blood, and the wound 
healed readily. The condition was entirely relieved, but the affection 
recurred six months later on the other side .—London Lancet, June 18, 
1892. 

VII. Potts Disease of the Spine. By 1C. Mdikhkao Little, 
F. R. C. S. (London).—Abscess is not so common a complication of 
Potts disease as is generally supposed. Out of 187 cases treated as 
out-patients at the National Orthopcedic Hospital only seven cases of 
abscess are recorded. Among the in-patients—many are admitted on 
account of the abscess—the proportions are greater (21 in 133 cases). 
Abscess frequently exists without any external evidence of its presence. 



470 


INDEX OE SURGICAL PROGRESS. 


Spontaneous cure is the end of the majority of vertebral abscesses, if 
we include those that give no external evidence of their presence. 

In a disease which tends so often to end in spontaneous recovery 
—he has had but six deaths from all causes in 133 admitted as in¬ 
patients—radical operative measures on a part so deeply seated as the 
anterior half (the vertebral bodies) of the spinal column can seldom 
be justifiable, and although since Israel's operation in 1882, Treves 
and others have operated on the seat of the bone lesion in a good 
many cases, the results are not such as to make the operation prefer¬ 
able to expectant treatment in most cases. Abscess is a serious com¬ 
plication in Pott’s disease, and there are four methods of dealing with 
it. 1. Expectant treatment; 2. Repeated aspiration; 3. Injection of 
fluid to promote absorption ; 4. Incision. 

Expectant or passive treatment should always be tried and per¬ 
sisted in as long as an abscess is not rapidly increasing or showing a dis¬ 
position to point, and not a few chronic cases do well under this treat¬ 
ment. 

Aspiratidn will only remove the serous or more fluid parts of the 
contents leaving the chccscy or curdy masses, but by reducing the 
tension it will put off the evil day of rupture. 

With antiseptic precautions, simple, incision, repeated if needed, 
is to be preferred to aspiration. Injection with iodoform glycerine or 
iodoform and ether appears certainly worthy of trial. 

Paraplegia was only noted in ten out of the 133 cases, and paresis 
in 8. Of the former 7 recovered, while of the latter 6 are recorded 
as having recovered and one is not noted. The cause of the palsy 
is generally a pachymeningitis and not displacement of the vertebra:. 

Laminectomy has been done for the relief of this condition some 
score of times with a fatal or negative result in many cases, the field of 
operation is a narrow one, applicable to otherwise hppelcss cases.— 

The London Lancet, July 23, 1892. 

. James E. Pilcher (U. S. Army). 

VIII. A Report on Thirty-seven Cases of Tuberculous 
Disease of the Hip-Joint; for which Excision was Per¬ 
formed in Thirty-six by Bilton Pollard, m.d., and C. F. Mar¬ 
shall, m.d. The series of cases reported has to do with thirty-six patients 
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in one of whom botli hips were excised making therefore thirty-seven 
operations for the removal of tuberculous disease from the hip-joint. 
Eight of the patients or 21.6 per. cent, are known to be dead. The mor¬ 
tality of the operation was 10.8 (lour patients). Of the remaining four 
cases two died of intercurrcnt affections in no way connected with the 
tubercular trouble and the other two from other tubercular lesions 
There arc therefore twenty-nine cases to be considered but two of these 
could not be found, reducing the number to twenty-seven, seventeen of 
whom arc healed and arc going about without splints, the remaining 
ten arc still wearing Thomas’s splints. Four of these latter appear to 
be entirely well, six have a sinus. 

The age of the patient at the onset of the disease varied from be¬ 
tween one and two years to between nine and ten ; the right hip was 
affected in nineteen cases, the left in sixteen and in two the side affec¬ 
ted was not recorded. In ten cases the cause was said to be a fall or blow 
on the hip and in one the disease appeared while wearing a double 
Thomas splint for disease of the opposite side. The duration of the dis¬ 
ease before operation was from three months to between five and six 
years. In twenty-nine cases the abscess was situated anteriorly to the 
great trochanter; in fifteen of these it was altogether in front, in fourteen 
it was partly anterior and partly to the outer side of the hip, in three cases 
it was behind the great trochanter. Two cases also had iliac abscess which 
communicated with the joint through the psoas bursa. Four cases had 
discharging sinuses before the operation. The sinus leading from 
the superficial abscess to the joint was usually found just above the 
neck of the femur. In one case the abscess passed directly backward 
to the joint through the Y. ligament. In thirty-five cases the head of 
the femur and the acetabulum were denuded of cartilage and the 
bone carious to a greater or less extent. In five cases the trochanter 
was also diseased ; in one case only the acetabulum was affected, and 
in one the head of the femur was removed as a sequestrum. In the 
majority of the cases the anterior operation was done, posterior exci¬ 
sion only being performed in four cases. Of the thirty-three anterior 
operations, two were really arthrectomics, (1) the one when the aceta¬ 
bulum only was deseased, (2) the one when the head of the femur 
was removed as a sequestrum. In three cases an abscess was opened 
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and drained before the operation and in two others a partial arthrcc- 
tomy was attempted first. 

Five cases died before the wound healed. In twelve union was 
by primary intention, in six everything except the drain opening healed 
by primary intention. In the other fourteen the period of healing 
ranged from three to fifteen months. 

In twenty-six of the thirty-two cases, 81 per. cent, there was re¬ 
currence, in twelve of these there was further bone disease. Secondary 
operations were required in twenty-six cases, but in fourteen this was 
very slight and caused little inconvenience. 

All the cases, except those that died, were improved in general 
health by the operation and were relieved from pain. 

Primary union, including cases in which the drainage fistula healed 
by granulation shortly after, the rest of the wound, occurcd in eleven 
out of the seventeen cases. Four had no secondary operations, re¬ 
maining well. Four remained well for a year, three had recurrence. 
Two cases remained well for two years and one year and nine months 
before recurrence. In a total of twenty cases, recurrence of disease 
was observed in seventeen. In nine further bone disease was lound, 
in the others the bones were not affected. In the seventeen compli¬ 
cated cases the shortening varied between one and two inches, in nine 
cases two inches, in five two and one-quarter inches, in one three 
inches, and in one case three and one-half inches. The average 
shortening was 1.85 inches. In the two caseshaving three inch shorten¬ 
ing the trochanter was removed. The apparent shortening was, as a 
rule, less than the actual shortening, the difference being due to a slight 
abduction of the limb or to some compensatory curve of the spine. 
The average apparent shortening is 1.3 inches. 

In two cases there was immobility of the joint, in four cases there 
was scarcely any mobility, but the other eleven cases were more or less 
freely movable. The effect of (lushing is favorable to the primary 
healing of the wound, seven out of twelve cases when this method was 
employed having healed by the first intention while only eleven out 
of twenty-five healed primarily where it was not employed. Mealing 
by first intention occurred in 71.4 per. cent of the cases where no 
drainage was employed, in 75 per. cent where it was employed for 24 
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to 48 hours, and in 53 per. cent where drainage was continued for a 
longer period .—The London Lancet, July 23rd and 30th and Ang. 
6th. 

Samuel Li.ovn (New York). 


GYNAECOLOGICAL. 

I. Pelvic Inflammation. By Reginald H. Kite, M. D. Pelvic 
inflammations affect the wall and contents, and inflammation of the 
former usually results from disease of the latter. 

These inflammations are simple and infective. The former result 
from traumatic agencies, as a ruptured cyst, a twisted pedicle, a pro¬ 
longed labor, or a tumor. The latter are septic, gonorrhccal or 
tubercular. The sepsis results from bacterial invasion under condi¬ 
tions associated with pregnancy and menstruation, or with attempts 
at diagnosis and treatment, as in the passage of sounds, the use of 
tents, instruments and manipulations. The pelvic abscess is usually 
either a pus-tube or a circumscribed peritonitis—the former far more 
common than the latter, especially in chronic and recurrent cases. 
Abscesses of the sub-peritoneal fibrous tissue of the pelvis may occur, 
usually proceeding from the uterus as a suppurative parametritis and 
rarely attaining a size to be confounded with the previous varieties. 

Both the simple and infective forms of pelvic inflammation may 
result in adhesions, chronic adhesive peritonitis, and in thickenings 
of the parametrium—chronic parametritis. The former arc the chief 
cause of uterine displacements, the latter arc less frequent, and arc 
usually so situated as to produce but little mechanical disturbance. 

Simple forms of pelvic inflammation arc frequently unavoidable, 
and, as a rule, require simple treatment, this chiefly medical. Infec¬ 
tive forms of pelvic inflammation are largely avoidable, immediately 
or remotely injurious or dangerous to life and well-being, and gen¬ 
erally demand treatment by surgical methods .—Annals Gymccology 
andPadiatry, June, 1892. 

II. The Conservative Treatment of Salpingitis. By Paul 
F. Munde, M. D, (New York). A slight, more or less acute or sub¬ 
acute inflammatory enlargement of the Fallopian tube, even though it 
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be detectable by the finger per vaginam, does not warrant the removal 
of the diseased organ until all palliative means at our disposal have 
been carefully tried. Pus in the Fallopian tube, pyosalpinx, always 
calls for its evacuation. If only one tube is involved and that tube is 
not freely movable in the pelvic cavity, and the appendages of the 
other side are normal, it would be justifiable to aspirate the tube per 
vaginam and finding pus, enlarge the incision, wash out the tube and 
insert a drainage-tube. When both tubes are involved laparotomy is 
the only correct treatment. 

The conservative treatment may be divided into two sections: 

1. The palliative, including the forms of treatment by which it 
is intended to cure the inflammation or empty the distended tube 
without any dangerous operative procedure, that is, without opening 
the abdominal cavity. 

2. Those methods which necessitate abdominal section and the 
attempt to restore the normal calibre and normal relations of the tubes. 

Acute inflammations of the tube arc treated on the same general 
principles as acute peritonitis. When it becomes subacute mild ap¬ 
plications of iodine and glycerine, equal parts, may be made to the 
vaginal vault, accompanied by glycerine tampons. Daily warm sitz 
baths at 105° F. for half an hour may be given and blisters applied 
over the abdominal skin on the affected side. 

All the operative conservative methods ol treatment imply an 
abdominal section, but the tubes and ovaries are not removed unless 
they are irretrievably diseased, but if attached they are freed from their 
adhesions and small cystic degenerations or cystic Graafian follicles 
may be treated by the Paquelin cautery or excision. 

Theoretically, M. suggests the liberation of the lubes, the expres¬ 
sion of their contents into the uterine cavity, the insertion of a 
syringe into the fimbriated extremity and the injection of a 1-15000 
bichloride solution through the tube into the uterine cavity.:— Am. 
Jotnn. Obslct., July, 1892. 

III. The Total Ablation of the Uterus for Large Fibrous 
and Fibro-Cystic Tumors of the Uterus. By M. Pean (Paris). 
For tumors not larger than the head of a foetus at term, P. has demon- 
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strated that they can be removed almost without danger by the 
vaginal route, preserving the uterus or not, according to the indica¬ 
tion. When the mass of the tumor is larger than this it is customary 
to have recourse to abdominal section. The extra peritoneal treat¬ 
ment of the stump after the removal of the uterus, /. e. the attachment 
in the lower angle of the abdominal wound, has the advantage of 
rapid execution, and of not exposing the peritoneum to the danger of 
soiling from contact with the surface of the stump, and it also permits 
the surgeon to look after the luemostasis and the dressings more 
carefully. 

There are some cases where the tumor occupies both the body 
and the neck of the uterus, in which case the whole organ should be 
removed. The following is the technique now employed for these 
cases: 

After opening the abdomen the tumor is drawn out as usual by 
means of along curved trocar of P.’s own invention. A rubber liga¬ 
ture is then passed as near to the neck as possible and held in place 
by long forceps. The whole mass is then removed some centimetres 
above this. If there are several lobes of the tumor they are dealt 
with in regular order. If there only remains the neck and a small 
portion of the body of the uterus, care is taken to detach the bladder 
and the rectum when it is necessary and to ligate the small vessels. A 
metallic suture is then passed just above or below the rubber ligature 
and twisted tight by means of a special instrument designed for the 
purpose. The stump is then cut off as close as practicable in order 
that its volume may be diminished as much as possible. Care must 
be taken that the metallic ligature docs not slip. The stump, remains 
of the uterus and metallic ligature must then be removed, and this is 
readily done through the vagina, following the rules which P. has 
advanced for the removal of small uterine tumors, that is to say, 
clamping the ligaments with his special forceps and employing 
morsitation .—Annates tit Gynecologic, June, 1892. 

Samuf.l Li.ovd (New York). 

IV. A New Method of Securing the Pedicle Intraperi- 
toneally after Hysterectomy. By Dr. B. F. Bakr (Philadelphia). 
Pass a single ligature through the broad ligament close to the neck of 
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the uterus, but avoiding uterine tissue, and tie outwards. Then sever 
the broad ligament with scissors between the ligature and the Fallo¬ 
pian tube and ovary. Repeat this on the opposite side. Then run a 
knife lightly around, incising the peritoneal covering of the cervix. 
Next strip the severed edges of the peritoneum downward with the 
handle of the scalpel for the purpose of making peritoneal flaps. 
Then pass another ligature through the severed broad ligament along¬ 
side of the cervix, including the uterine artery and the double fold of 
the ligament in one sweep. Repeat this also on the opposite side. 
This ligature serves the double purpose of controlling the uterine 
artery, and of closing the opened broad ligament. The constant 
traction kept up during these manipulations, after the peritoneal cov¬ 
ering has been incised, serves to still further draw out the cervix and 
to thereby permit deeper incision into the tis'ues of the neck, which 
is now amputated with the knife by deep wedged-shaped incisions. 
The vaginal portion of the cervix being thus released, it immediately 
recedes and is drawn deeply into the pelvis by the retractive and 
elastic property of the tissues, where it is buried out of sight by 
closure of the ligated broad ligaments over it. No hemorrhage 
follows, and the pelvic cavity is seen to be clean and smooth. 
According to Schrocdcr’s method the amputated cervix is covered 
with peritoneum, secured by a row of sutures, lint the two lower 
ligatures, applied to control the uterine arteries, so constricts the 
broad ligament that after the cervix is severed, they as effectually 
close the cavity into which the cervix drops, as if a row of sutures had 
been applied for the purpose. The author has treated the pedicle in this 
manner in six hysterectomies and the patients have all made a smooth 
recovery. This experience shows that it is unnecessary to spend the 
time required to place sutures for the purpose of covering the stump 
with peritoneum, after the manner of Schrocder. Another decided 
advantage of this method is the absence of constricting ligatures of 
any kind or form from the muscular tissue of the cervix. This has 
been the one thing most dreaded by operators, and has caused them 
to hold to the extraperitonea! treatment of the pedicle by the serre- 
noeud, or to resort to total extirpation. Total extirpation of the 
cervix should not be done unless the disease is malignant. The 



GYN.liCOLOGlCAL. 


477 


vaginal walls should not be severed if it is possible to avoid it, for the 
vagina is unquestionably more relaxed at its upper portion in conse¬ 
quence ; and the natural contour of the floor of the abdomen is 
destroyed when the cervix, the keystone of the arch, has been 
removed. There is no reason why we should not leave a small 
quantity of cervical tissue. Vaginal examination a long time after 
total extirpation ol the uterus shows the vagina narrowed and short¬ 
ened, whereas, when the cervix is left, the natural contour is so well 
maintained that it is difficult to tell by vaginal examination only, 
that a hysterectomy had been performed .—Annals of Gynecol., Aug., 
lSf)2. 

V. Results of Hepterectomy for Carcinoma, lly l’rof. 
Oi.siiausen (Berlin). Author believes that vaginal extirpation of the 
carcinomatous uterus does not obtain the recognition lhat.it deserves, 
although the results, compared with those of extirpation of other car¬ 
cinomatous organs, are favorable, the final results are not to be com¬ 
pared with those following extirpation of the rectum. The disease 
may recur in the third or even the fourth year after the operation, 
while in the fifth year it very rarely is seen to reappear. After the fifth 
year, out of four hundred or more cases, the writer has never seen a 
recurrence. The primary mortality of those cases, 235, which were 
operated during four and a half years, was 12.8 per cent. Of 155 cases 
which were five years under observation, 25.7 per cent, could be 
counted'as free from recurrence. Olshauscn explains the lasting re¬ 
sults by the fact that carcinoma uteri long remains a local affection, in 
consequence of the slight development of the lymphatics, in this 
organ. The condition is otherwise in the pregnant uterus, for opera¬ 
tions on a puerperal or pregnant uterus present a much more unfavor¬ 
able outlook. The speaker presented forty-one extirpated uteri which 
were derived from patients free from recurrence, for at least two years. 
Seven had carcinoma of the body of the uterus, thirty-four cervical 
carcinoma. Nine of the patients have remained free from recurrence 
for two to three years, eleven three to four years, twelve four to five 
years and nine five years or longer. In the discussion following, 
Schedc, of Hamburg, spoke in terms of praise of Hochencgg’s sacral 
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method. At first this method appears contrary to all sensible surgery 
yet the field of operation is better brought into view, the uterine ap¬ 
pendages, parametria, and ureters are easily accessible. This method 
renders cases operable which with the vaginal operation are inaccessi¬ 
ble. Schede has had thirty-five such cases which will be published in 
the Annals of the Hamburg Hospital, Vol. II. As to the capabilities 
of the operation he observed a case in which in a patient, where to¬ 
gether with total extirpation of the uterus a large piece of the adherent 
ureter as well as a portion of the vesical wall, of the size of a dollar, 
was removed. This woman, is still, two years after the operation, 
completely well.— Verhamll. d. Deutsch. Gestllsch,/ Chirurg. XXI. 
Kongress, 1892. 

Frank 1!. Pritchard (Norwalk). 

VI. The Technique of Vaginal Extirpation of the 
Uterus, lly Hr. Duchkssen. While in cases of undoubted carci¬ 
noma of the uterus, total extirpation, rather than partial, is almost 
unanimously preferred, yet opinions still differ as to the methods of 
operating, especially as to whether treatment by clamps or ligature of 
the broad ligament is preferable. The author has tried Richelot’s 
treatment by means of clamps and in the first place objects to the 
amount of room taken up by them. Nor will he admit the greater 
reliability of these in arrest ol hemorrhage, the percentage being no 
more favorable, as Langdon lost 8.6 per cent, and Pernice 13.3. 
Finally the gain of time is not so important in cases of vaginal total 
expiration, according to Gusserow, as in laparotomies. 

Another obstacle in the performance of vaginal total extirpation 
is the disproportion between the width of the vagina and the size of 
the uterus. This is overcome by D. by means of incisions, either 
vagino-perineal or by several superficial vertical incisions in the an¬ 
terior and posterior edge of the vaginal wounds .—Charilt Annalen, 
XVI., pp. 513-22. 

George Kyerson Fowi.er (Brooklyn). 

VII. Duhrssen’s Method for the Operative Cure of 
Retroflexion by Vaginal Fixation. By Jacob Rosenthal, M. D. 
(Berlin). But one special instrument is required; this is like a male 
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prostatic catheter, of No. io English calibre, with the handle curved 
in a direction opposite to the beak, so that when introduced into the 
uterus it may be easily held and out of the operator’s way. 

Two assistants are required. The patient is anesthetized and the 
uterus anteilexed by downward traction on the cervix. For this pur¬ 
pose three volselle are usfd, two placed in the anterior and one in 
the posterior lip of the cervix; these are given to an assistant, who 
makes steady traction outward and downward. This bringing the 
uterus forward, a needle armed with a long silk thread is thrust 
through both walls in its central axis and as high up as can be reached, 
the ends of the suture being given to the same assistant, who con¬ 
tinues traction with this added force until, in the ordinary-sized 
uterus, three such threads have been passed, placed one above the 
other, and as high up toward the fundus as possible. With the aid of 
these three sutures the uterus is strongly anteilexed and held against 
the anterior vaginal wall. Where the uterus is of large size four such 
threads are used. 

The second step of the operation is now begun. A male catheter 
is introduced into the empty bladder for the purpose of defining its 
boundary as it lies between the reflexed anterior vaginal wall and the 
uterus (as the instrument is in the bladder until the operation is com¬ 
pleted, a rubber cap is fitted over its tip to prevent the entrance of 
air). The prostatic sound is now introduced into the uterus for the 
purpose of holding that organ steady in the median line. The second 
assistant holds the catheter and irrigator with one hand, the uterine 
sound with the other. Pressure with the catheter in the bladder 
showing its lower limit, a transverse incision (the only one of the 
whole operation) is made a half-inch below in the reflexed anterior 
vaginal wall, to the depth of its serous layer; then, with the finger or 
the blunt end of the knife, the vaginal tissue, with the bladder, is 
dissected off from the uterine wall sufficiently to leave a pocket in 
which arc felt the round outlines of the fundus. 

The third and important step of the operation is the fixation of 
the uterus by means of three permanent sutures. A needle armed 
with silk is passed through the serous vaginal tissue of the pocket into 
the body of the fundus and out again, and then tied ; this suture is 
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placed as high up on the fundus as possible and in the vertical axis of 
the uterus. Two other sutures are placed in like manner one on each 
side of the first and about a quarter of an inch below it. It is im¬ 
portant that the prostatic sound hold the uterus in the median line, so 
that these sutures will not be unevenly inserted. Where the anterior 
vaginal wall is thin the sutures arc thrust through its entire thickness. 

The catheter and sound arc now withdrawn, the incised wound 
closed by means of a continuous catgut suture, and the three tem¬ 
porary stitches of the first step of the operation, with the volsellaj, 
are removed, and the operation is complete. No after-treatment is 
required. 

In the Konigliche Fraticn-Poliklinik, of Berlin, the patients, after 
narcosis wore off, rode to their homes, lay in bed four to six days, and 
then reported. If, as in some cases, the permanent sutures had worked 
their way through the vaginal wall, they were removed; otherwise 
they were left undisturbed. 

One hundred and fourteen cases have been operated by Dr. 
Diihrssen during the last twenty months, with ninety per cent, perfect 
cures.— Amer. Journ. of Ohslet., Sept., 1892. 

VIII. Combined Gynaecological Operations. By Dr. G. M. 
EnF.nont,s (New York). The tendency of modern gynaecology is to 
progress in a surgical direction. 

The uncertainties and unreliability of other methods of treatment, 
as compared with the results obtained by surgical measures, are 
proverbial. 

With the rapid strides forward of surgical gynaecology, this con¬ 
trast is daily becoming more accentuated. 

Increased confidence in results growing from increased experience 
and progressive skill will incline the individual operator more and 
more to trust to surgical resources. 

Many cases require more than one gynaecological operation to 
effect a cure. 

All gynaecological operations required in a given case should at 
the present day, as a rule almost without exception, be performed at 
the same sitting. The patient has a right to expect this from the 



G YX/HCOI.OGICA /.. 


481 


expert claiming to possess the highest degree of operative skill. That 
this will be the standard of the near future the author does not doubt. 

Success in combined gynaecological operations presupposes first of 
all perfect asepsis and a not too prolonged anaesthesia. The duration 
of the latter need but very rarely exceed one and a half hours, even in 
the most difficult cases. 

Other things necessary are the requisite degree of operative 
skill and dexterity, sufficient and efficient assistance, a perfected 
technique of the various operations attempted, and an instruinentarium 
suitable for rapid work. 

Combined gynaecological operations may be divided into two 
general classes: 

1. Combinations into which a laparotomy docs not enter. 

2. Combinations of which a laparotomy forms parts. 

The expert operator should be able to perform any required com¬ 
bination of operations of the first class within the time-limits of safe 
ana’sthesia. 

TIte same statement holds good of the combinations of operations 
of the second class into which a simple laparotomy enters. When a 
difficult laparotomy forms part of the combination the patient's 
interests may occasionally be better served by operating at two 
sittings. 

There is no excuse for a mortality in combined operations of the 
first class. The mortality of combinations into which a laparotomy 
enters will depend upon that of the special intra-abdominal operative 
interference required.— Amcr.Journ. Med. Sci., Sept., 1892. 

IX. Abdominal Section for Recurrent Pelvic Perito¬ 
nitis. By C. T. Cullingworth, M. D. (London). Six cases are 
reported with remarks. (1) A single woman set. twenty-five, suffered 
two and a half years previously from pelvic inflammation following 
gonorrhoea, and since that time lias been subject to similar but less 
severe attacks of pelvic pain. For a little over two months she had 
suffered from severe abdominal pain with a swelling in the lower part 
of the abdomen. The abdomen was found to be somewhat resistant, 
with considerable pain and tenderness, especially in the left iliac 
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region; a smooth, tense swelling was defined in the left lower half of 
abdomen, extending upward as high as the umbilicus; on the right 
side was a similar smaller swelling, a distinct sulcus being evident 
between the two. The tumors could readily be felt per vaginam. 
Abdominal section revealed two suppurating ovarian cysts; the larger 
one on the left side contained over a pint of greenish-yellow inoffen¬ 
sive pus, which was withdrawn by trocar and canula; the contents of 
the smaller on the right were similar. Both cysts were intimately 
adherent to the surrounding parts and especially to the rectum. 
There was no cellulitis. The Fallopian tubes were thickened and 
elongated but otherwise normal. Extensive dense adhesions rendered 
difficult the removal of the tumors, the right cyst being ruptmed in 
course of the operation. The abdomen was freely douched with 
boracic acid lotion, suitable drainage provided and the wound closed 
with the patient in a collapsed condition. She made a good recovery, 
however, the drainage being removed on the twelfth day, and leaving 
hospital on the forty-third. 

(2) A married woman, ret. thirty-two, with prior regular men¬ 
struation, no'history of gonorrhoea, had suffered abdominal pain of a 
more or less severe character for six weeks, during the latter half of 
which time a painful and tender swelling has been noticeable in the 
lower part of the abdomen. Palpation defined a smooth, tender 
swelling, with indistinct sense of fluctuation. Bimanual examination 
discovered the uterus to be pushed forward and to the right by two 
tense cysts, the larger one occupying the right posterior quarter of 
the pelvis, and the smaller a similar position on the left. Tempera¬ 
ture 101° to 102.8°. Abdominal section showed the tumor to be 
ovarian, cysts containing extremely offensive pus, intimately adherent 
to all the pelvic organs; in course of their removal the appendix 
vermiformis was torn across, and found to be thickened and inflamed 
and with the lining membrane denuded of epithelium and covered 
with lymph. The abdominal cavity was douched with boracic lotion, 
two drains introduced and the wound closed. The discharge was 
purulent and offensive for some time, but on the sixteenth day it was 
inoffensive, and the tube was removed, the patient being discharged 
on the thirtieth day. 
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(3). A married woman, a;t. ij, complained of abdominal pain 
of five years’ duration, manifested in attacks of two or three days’ 
duration and at varying intervals, the longest being five weeks. 
Treatment for pelvic cellulitis had produced temporary improvement, 
but had been followed by increased frequency of the attacks. Vaginal 
examination revealed a hard irregular mass, quite fixed and somewhat 
painful, occupying the left posterior quarter of the pelvis, but there 
was no evidence of fluctuation. Abdominal section found the soft 
posterior quarter of the pelvis occupied by a tense inflamed ovarian 
cyst, roofed in by adherent intestine and omentum and partly covered 
in front by the thickened and inflamed left broad ligament. The 
adhesions were broken up, the cyst being ruptured during the process 
and giving exit to much purulent and highly offensive matter. After 
entire removal of the tumor, the wound was treated in the usual man¬ 
ner and a good recovery ensued. The cyst showed every evidence of 
intense inflammation. The patient subsequently had two attacks of 
pain of short duration, but the general health continued to improve. 

(4) . A married woman, ait. *7, since an abortion seven years 
ago, has been subject to severe attacks of abdominal pain. Rigid 
abdominal walls interfered with examination, but under anesthesia, a 
tense smooth fluctuating swelling, the size of a fist and separate from 
the uterus, was discovered in the right posterior quarter of the pelvis 
and depressing the right .fornix. Abdominal section discovered in 
that place a globular tense cyst adherent to the surrounding parts and 
to the small intestine. Rupture of the cyst during its removal per¬ 
mitted the entrance of some of its purulent contents into the peritoneal 
cavity. A thickened and inflamed tube was removed with the cyst, 
the abdomen and wound treated as usual and a cure obtained. 

(5) . A primipara, set. 31, consequent upon unusual exertion had 
been seized with acute abdominal pain fifteen months previously with 
symptoms leading to a diagnosis of intra-peritoncal hsematocele and 
right luemato-salpinx. She refused operation, and got along fairly 
well until within two months, when severe abdominal pains at the 
catamenial period began. Examination showed a rigid abdomen with 
considerable tenderness below, especially in the left iliac region; per 
vaginam the left fornix was depressed by a firm irregular tender ma s, 
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the size of a duck’s egg. On abdominal section, the pelvis viscera 
were found obscured from view by adherent omentum and intestine, 
after separation of which, the left Fallopian tube and ovary were 
found to be enlarged, inflamed and densely adherent. Rupture of 
diseased ovary, in removing the diseased parts, allowed the escape of 
its purulent contents. The abdomen was thoroughly douched and 
drained for forty-eight hours, and the patient discharged three weeks 
later. 

(6). A married woman, set. 39, suffered a year previously from 
an attack of severe abdominal pain from which she remained well until 
three weeks ago, since when she has been suffering continuously from 
similar pain. The abdomen was normal but examination by the 
vagina showed a firm irregular mass, about the size of a hen’s egg, in 
the right posterior quarter of the pelvis. Abdominal section revealed 
an omentum firmly adherent to the anterior abdominal wall and 
troublesome, dense and vascular adhesions between the uterus and 
the intestines. Separation of these discovered the right Fallopian 
tube, dilated and flaccid, continuous with the enlarged ovary, which 
was lying deeply in Douglas' pouch imbedded in adhesions. These 
parts were freed with great difficulty and removed, about three ounces 
of blood-stained inoffensive pus escaping from the ovary. The removed 
portion of the tube was the subject of acute purulent inflammation. 
The abdomen and wound were treated as usual. Convalescence was 
retarded by a fa:cal fistula which appeared on the fourth day, consecu¬ 
tive to a fit of vomiting the night before. The wound, however, 
closed and the patient was discharged on the forty-ninth day after the 
operation. A week later, the sinus re-opened, giving exit to a free 
discharge of inoffensive pus, but otherwise the patient’s health was 
excellent. 

Dr. Cullingworth remarks, in connection with these cases, that 
re-current pelvic peritonitis is in the immense majority of case an indi¬ 
cation of the presence of pus, either in the Fallopian tube, the ovary, 
or in both. It therefore almost invariably calls for surgical treatment, 
for the anatomical position of the tube is such that pus once poured 
out cannot drain away as in most, if not all, other mucous surfaces, 
while in the ovary the imprisonment of the pus is, if possible, even 
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more absolute. With regard to the source of the infection of an 
ovarian cyst, the Fallopian lube, as in the first case, seemed to be the 
most common, but it is not the only cause; in the second case, for 
example, it is more than probable that it was an extension from an 
inflamed vermiform appendix. 

These cases show well the tolerance of the peritoneum to the pas¬ 
sage over it of foetid pus or even of faces for many days without 
injury, provided ample means are provided by which the offensive 
material can be cast off by intra-abdominal pressure. The author 
believes that the avoidance of injury from rupture of the suppurating 
cysts was due to the subsequent irrigation ; he believes in flushing the 
peritoneum, but does not think it effectual to the extent of washing 
the surface absolutely clean. He provides free drainage for at least 
some hours afterward, where pus has escaped, so that any portion that 
may remain after the flushing and sponging, may find an easy vent; 
the intra-abdominal pressure is then usually quite equal to the task of 
forcing its expulsion. Where there is the least fear of escape of intes¬ 
tinal contents, free drainage should be provided for the same reason, 
thus avoiding consequent peritonitis. The good results of these and 
similar cases show that the method of entirely removing the cyst is 
infinitely preferable to that of merely emptying and draining the 
abscess cavity and stitching the cyst wall to the edges of the abdomi¬ 
nal incision. The author does not think that the most formidable 
adhesions should deter the operator from attempting the more com¬ 
plete operation .—London Lancet, July 2 and 9, 1892. 

X. Intravenous Injection of “Normal" Salt Solution 
for the Grave Hemorrhages of Midwifery. By Heriiert R. 
Spencer. M. D. (London). Recognizing that death from hemorrhage 
lies not in the loss of corpuscles or hrcmoglobin, but in the loss of 
fluid and the consequent incomplete filling of the heart and that, as 
long as the blood can be kept moving by injection of fluid, life can be 
saved, the author lias used “ normal ” salt solution for this purpose in 
eight cases of which four recovered and four died. 

Of the cases which died, two were accidental hemorrhages in both 
of which his patient was beyond hope before this treatment was applied 
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and of the other two one had an extensive laceration of the lower 
segment of the uterus and a luematonea of the broad ligament, death 
occuring from shock rather than from hemorrhage; the third case was a 
central placenta prajiva and cervical laceration which, the author 
thinks, might have recovered if a second injection had been made. 

Of the cases which recovered, two were examples of adherent 
placenta, with post-partum hemorrhage, and two were cases of acci¬ 
dental hemorrhage. In two patients the operation was performed a 
second time, making six successful operations in all. The author’s 
experience in severe hemorrhage has been very extensive and he 
applies intravenous injection only in those cases where all other means 
have failed. 

before performing the operation, the bleeding is definitely con¬ 
trolled. The author applies an apparatus consisting of a glass bottle 
holding two pints, with an india-rubber stopper, through which pass 
a thermometer, a thistle-headed tube (for the purpose of replenishing 
and for the admission of air) filled with antiseptic wool, and a delivery 
tube to which is attached about four feet of rubber tubing with a glass 
or vulcanite canula. The apparatus having been washed with a 5 per 
cent, solution of carbolic acid and with boiled water, is filled with hot 
boiled distilled water containing one drachm of sodic chloride to the 
pint. When the bottle is filled, the solution is maintained at a tem¬ 
perature of 105°, by placing the bottle in a vessel, into which Jiot or 
cold water is poured from time to time. The solution is made to 
run by blowing with the mouth through the wool-plugged tube and 
raising the bottle about two feet above the patient's arm. A longi¬ 
tudinal slit is then made in the skin over the median cephalic or basilic 
vein; if assistance is not at hand, it is better to make a transverse slit 
through a fold of skin, as the elasticity of the skin then makes the 
wound gape ; the vein is isolated and three fine silk ligatures passed 
under it; the lower of these is tied, the vein picked up with the for¬ 
ceps and opened by a scalpel, and, the solution having been set run¬ 
ning, the canula is inserted and tied in with the middle ligature. The 
solution should be allowed to flow slowly, the bottle not being raised 
too high. The injection of thirty or forty ounces will in nearly all 
cases be sufficient, and the operation should take from twenty 
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minutes to half an hour. In case of relapse, the operation may be 
repeated on the other side. After the operation the cannla is removed, 
the vein tied with the upper ligature, the wound closed and a back 
splint applied. If necessary, stimulants may now be administered 
with greater benefit than before the operation. 

The author concludes with the opinion that the operation, prop¬ 
erly performed is neither attended by danger nor followed by evil 
consequences, and that it will afford remarkable relief in cases of 
severe hemorrhage—not complicated by shock—after all ordinary 
methods of treatment have failed .—Loudon Lancet, June 15 and 18, 
1892. 


James E. Pilcher (U. S. Army). 
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GENERAL SURGERY. 

I. Are Capital Operations justifiable in Cases of Haem¬ 
ophilia ? By Dk. C. Bkktkand (Wiesbaden). Reasoning upon tbe 
basis of a successful amputation of the thigh performed in a case of 
htemophilia by Cramer in St. Joseph’s Hospital in Wiesbaden, as well 
as on other successful operations by Schedc, Czerny and Muller (Aix 
la Chapelle). llcrtrand reaches the following conclusions: The 
danger of operative procedure has been greatly over-estimated hereto¬ 
fore. Parenchymatous hemorrhage alone occurs, large vessels in 
hamiophilic persons bleeding no more than in normal individuals. 
Major operations may be performed very well in htcmophilics under 
certain precaution. These are as follows : Most careful ligaturing of 
even the smallest vessels, tight compression bandage, and when neces¬ 
sary the actual cautery and cotton tampons soaked in ferric chloride. 
Antiseptic measures are to be rigidly enforced, for the reason that 
secondary subcutaneous or intermuscular hemorrhages make the danger 
of suppuration more imminent .—Heidelberg Inaug. Dissert., 1892. 

HEAD AND NECK. 

I. Different Methods of Supplying Bony Defects of the 
Skull. By Dr. Moisson (Paris). The following conclusions, based 
upon a thorough study of the literature of the subject, are reached by 
the author : First .—Experimental and clinical experience indicate that 
buttons of bone removed by means of the trephine and replaced 
immediately unite by means of a callus which is usually bony. The 
same result follows transplantation of bone of animals, and in cases of 
temporary resection (Wolf, Wagner). Seeond .—The restoration of 
the vault of the skull is indicated in all cases of more extensive 
trephining for fractures, hrematoma of the dura, etc., the dura mater 
being carefully re-united. Third .—The objections raised against thus 
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compensating for defects of the skull, particularly with regard to 
recurrences in Jacksonian epilepsy are without foundation. Fourth .— 
In case of trephining limited to a small area, supplying the defect by 
means of the removed portion of bone is the procedure indicated. 
Should, however, the operation attack a larger surface temporary 
resection is to be preferred. Fifth .—In cases in which the restitution 
of the resected bony portion is not permissible, as for instance in tuber¬ 
culosis or carcinoma transplantation of bone from animals is to be 
preferred to Konig’s autoplastic procedure, for the reason that the latter 
inflicts an additional injury. Sixth .—The hetero-plastic procedure, 
(celluloid, decalcified bone, etc.,) arc followed by favorable results, the 
possibility, however, of resorption of the foreign substance, leads the 
author to reject them for the other methods.— Thlse Je Paris. 

Gkokok Kykrson Fowi.kr. 

II. Backward Dislocation (?) of the Lower Jaw. By I’rof. 
En. Auieut (Vienna). In writing the chapter on “ diseases of the 
maxillary joint" for a manual on “dental surgery,” the author 
could only give, in abstract, the article presented on this subject (/. e., 
supposed backward dislocation of the lower jaw), by Dr. Thicmatthc 
XVIIth Congress of German Surgeons. As is known, it was formerly 
taught, that backward dislocation of the lower jaw can only take place, 
if the posterior wall of the region of the maxillary joint was broken; 
and, indeed, cases were reported where the lower jaw was dislocated 
into the osseous auditory canal. 

These cases are, clinically, distinguished by the following : 

1. The most striking symptom is the sudden inability to open 
the mouth. The mouth can only be opened with force and then 
everything is over and the function of the joint again restored ; or the 
accident may recur, and again be remedied (habitual luxation). This 
most striking symptom, then, is entirely opposed to the principal 
symptom of forward dislocation, namely, the inability to close the 
mouth. 

2. The accident occurs: Either after opening the mouth widely, 
or the patient awakens from the sleep with a dislocated joint (cases 
are cited). 

3. This supposed dislocation was only observed in women. 
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To explain the processor backward dislocation Dr. Tliicrn has 
offered the following anatomical observations : The os tympanicum in 
the male turns backwards much lower down, while in the female it 
turns backward already at a point corresponding to the middle of the 
height of the processus mastoideus. It, also, at this point, does not, 
like in the male skeleton, form a bony ridge, but only forms an 
elevation, which may be called the lubemilum tympanicum, which 
hardly reaches lower down than the tuberculum articularc. between 
this tubercle and the mastoid process exists a sufficiently large space to 
receive the small head of the inferior maxillary bone. In the median 
line this space is bordered by the styloid process ; therefore, one may 
speak of a fossa tympanico-stylomastoidca. This fossa is in the female 
skeleton so very much more spacious and so entirely different from that 
in the male, “ that a mere inspection of this location should suffice to 
differentiate a male from a female skull.’' 

Dr. Tliicrn, further, says, that when the mouth is opened widely, 
a considerable passive stretching of, especially the lower fibres of the 
temporal muscle, takes place; these latter respond, in closing the 
mouth, with a powerful backward contraction, which is favored by 
the will of the individual. This action pulls the condyloid process 
over the tuberculum tympanicum, backward, into the fossa tympanico- 
styiomastoidea ; the dislocation becomes, now, perfect. 

Thus far everything would appear plausible; but people awake 
from the sleep with a backward dislocated jaw;—here every attempt at 
explanation is pushed aside. 

Prof. Albert reports, now, at length, one of his own cases of 
“habitual luxation,” and thinks that objective changes in the bony 
structure have to be taken into account in considering the cause of 
these dislocations. He recommended in his case .long-continued 
massage of the joint. , 

He hopes, that this communication will cause others to publish 
analogous observations.— Wien. Med. Wochenschr., 1892, No. 22. 

Albert Pick (Manchester). 
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CHEST AND ABDOMEN. 

I. The Surgical Treatment of Empyema. By R. J. 
Godi.ee, F. R. C. S. (London). The author recommends as the site 
of election for Jncision in empyema the ninth rib just outside the 
angle of the scapula, for (1) it is just above the level to which the dia¬ 
phragm becomes adherent to the ribs when it has been drawn up as 
much as possible. (2) It is, therefore, very soon, if not at first, one 
of the most dependent parts of the pleural cavity when the patient is 
standing up, and it is always the most dependent part when he is 
lying on his back. (3) Because (and this is a much more cogent rea¬ 
son) practically this is a much more advantageous position for the 
opening. He has never had to open one in front because the posterior 
opening did not answer, but has often had to supplement an anterior 
or lateral by a posterior opening, because the former did not drain 
the lower and posterior part of the pleura. 

He is in favor of removing a piece of rib as a routine practice 
with very few exceptions, because first, is allows of the best possible 
exploration of the pleura with fingers and probes; second, it permits 
of the evacuation of masses of lymph; third, it obviates to a great ex¬ 
tent the difficulty, which is common afterwards, of retaining or rein¬ 
troducing the tube. He answers the objections to it as follows: (1) 
“That it is unnecessary.” Granted in a certain number, but it is 
uncertain at the time of operation which these cases will be, whilst in 
the majority it is of great value, and except for one very rare contin¬ 
gency, it is perfectly harmless, (2) “The rib may not be regener¬ 
ated." Again granted in exceptional cases, but, even if this do occur, 
it apparently makes no difference to the patient. (3) “ It prolongs 
the operation and makes it more severe.” The increased time and 
severity are really trilling; in case the patient be so ill that they are 
of importance, the resection may be omitted. Preliminary aspiration 
of a part of the fluid may be done for temporary relief, in preparation 
for more thorough interference later. 

The drainagg tube for an adult, of calibre as large as the little finger, 
should be just long enough to enter the chest cavity. It should never 
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be shortened, but when the time comes for its removal, it should be 
removed altogether. 

In double empyema the right practice is to first open one side 
and let the patient get thoroughly accustomed to the modification of 
his thoracic arrangements, and then in due time to tackle the other. 

The author advises caution in dealing with cases of tuberculous 
empyema and of pyopneumothorax. 

It has not yet been proved why deaths sometimes occur during 
the washing out of empyemata—perhaps chronic ones, in which the 
same process has been carried out apparently in precisely the same 
manner and under.exactly similar circumstances often before. It does 
not appear to depend upon the sort of fluid employed, nor upon the 
side of the chest affected. Under these circumstances it is probably 
wisest to avoid washing out unless it seems to be absolutely necessary, 
and to take particular care that no pressure of fluid is ever produced 
inside the chest—though it has not been proved that intra-thoracic 
pressure is the cause of the fatal residt. Fortunately, the' cases in 
which irrigation is necessary are very few. G. never employs it unless 
the discharge remains or becomes offensive several days after the open¬ 
ing has been made. The most stinking cases generally become quite 
sweet in a few days after incision, and, indeed, very often behave just 
as well as the aseptic ones. If it must he done, the patient should be 
in the recumbent posture, and a small tube—much smaller than the 
opening—should be attached to the end of a longer india-rubber 
tube which in its turn, is attached either to a simple glass funnel 
or to an irrigator. Whichever of these be employed, it should not 
be raised more than eighteen inches above the level of the patient. 

A patient often loses a large amount of blood during the opening 
of an empyema, from the granulations lining the cavity which are sud¬ 
denly released from the pressure to which they have been subjected. 
The amount is often quite difficult to estimate, because the blood runs 
into the pleura. It is the main factor in producing the shock, which 
is sometimes very severe, and which makes it essential that the patient 
should be carefully watched for a good many hours after the operation, 
and, if necessary, helped over the dangerous period by stimulants. 
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This bleeding is, of course, similar to that which follows the 
opening of tightly-distended abscesses with highly-vascular walls, 
which, as is well known, may sometimes be very serious.— Brit. Med. 
Journal, Oct. 15, 1892. 

II. The Condition of Twenty-four Children after Cure 
of Empyema by Resection of Rib. lly 1C. IS. Hastings, M. 
D. (London) and II. N. Edwards, M. R. C. S. (London). The age 
of the patients at the time of operation was: 1 year in two cases; 2 
years in six cases; 3 in two cases;.; in three cases; 5 in three cases; 
6 in three cases; 7 in one case ; 8 in one case ; 9 in two cases; and 
13 in one case. The period since the operation was: 7 years in two 
cases; 4 to 5 in four cases; 3 to 4 in two cases; 2 to 3 in seven cases; 

1 to 2 in six cases; and less than 1 in three cases. Physical examina¬ 
tion showed that the general nutrition was good in 19 cases and fair in 
5; none looked wasted or ill. In a majority of the cases, inspection 
of the chest gave no indication of disease beyond the presence of the 
scar. The spine was straight in 19 cases, slightly curved in threeand dis¬ 
tinctly curved in two. The shoulders were on the same level in 15, the 
side on which the empyema had existed was slightly lower in seven 
and distinctly lower in two. In no case was there distinct obvious 
flattening of the chest wall; it was completely absent in 16 and present 
in a slight degree in eight. The gap in the rib, caused by the resection, 
seemed to-be closed by bone in all. The movements of the two sides 
presented no apparent difference in 14 cases; the expansion was 
slightly deficient on the diseased side in eight, and markedly so in two. 

Percussion obtained the following results: Dulness completely 
absent in 8 cases; some dulness in the immediate neighborhood of 
the scar in 7,—doubtless due to inflammatory thickening and increased 
rigidity of the parts there; slight dulness over a more extensive area 
in five; distinct dulness in four. Respiratory sounds: Unaltered in char¬ 
acter and equal on the two sides in 10 cases; rather weaker in the situa¬ 
tion of the scar in two; weakness over a considerable area of the diseased 
side as compared with those on the healthy side in ten, and in three of 
these the difference was but slight; distinct weakness on the affected 
side in the remaining two. In only one case were adventitious sounds 
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found limited to the affected side, and in this case only at the end of 
a deep inspiration; but four patients had slightly general bronchitis when 
examined. Ihe position of the apex heart-beat was noticed in twenty 
of the cases, equally divided between right and left empyemata: close 
to the left nipple line in 17 cases; one inch and three-quarters of an 
inch respectively outside the left nipple line, probably from imperfect 
re-expansion of the left lung, in two cases of left empyema; in one case 
of right empyema, the apex beat was three-quarters of an inch to the 
left of the nipple line, presumably the result of adhesions formed 
before the pleura was drained, for imperfect re-expansion of the right 
lung would cause the position of the beat to be moved to the right. 
1 he impulse was in the fourth intercostal space in two cases, and in the 
fifth interspace in fifteen. These results point to good recovery of the 
lung in nearly all the cases. The healthy condition was particularly 
noteworthy in view of the fact that most of the patients were derived 
from the poorer classes living in unhygienic circumstances .—London 
Lancet, Aug. 20th, 1892. 


III. Hepatic Abscess. By G. H. Younge, F. R. C. S. I. 
(British Army). Experience in India has taught the author that almost 
the only chance of saving the life of a patient who is suffering from 
an abscess of the liver lies in opening the abscess freely and draining 
it thoroughly. Early operation prevents extension, destruction of 
liver tissue, septic absorption, hectic fever and perhaps pyannia. It 
prevents rupture of the abscess into the pericardium or peritoneum 
with a fatal result, and bursting into the pleural cavity and consequent 
discharge through the lung, which, though not necessarily fatal, is 
injurious in the extreme. 

The author recommends the following method of treatment: As 
soon as an abscess is suspected, the patient is at once anesthetized 
and the liver explored with the smallest sized aspirator needle, which 
is.always submerged for some lime in strong carbolic lotion before being 
used. A small puncture having been made through the skin with a bis¬ 
toury over the suspected site of the abscess, the index finger of the right- 
hand is placed over the thick end of the needle, and it is taken up in 
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sucli a way that it remains full of the carbolic lotion, and passed into 
the liver through the puncture made with the bistoury. If pus is 
not detected, the needle is withdrawn and inserted in another place. 
The liver is carefully explored in different directions until either an 
abscess is detected, or until it is evident that one does not exist. If 
pus is found, the exploring needle isat once withdrawn and an incision 
made along its track down to the liver; then a bistoury is passed 
along the track of the needle until it enters the abscess-cavity. The 
bistoury is then withdrawn and the opening enlarged to about an inch 
by Hilton’s method so as to obviate hemorrhage. The cavity is washed 
out with carbolic lotion (1-50), which is repeated as long as any dis¬ 
charge continues, the drainage tube being kept constantly in place. 

A single opening is sufficient if the abscess be opened posteriorly, 
but perfect drainage is impossible anteriorly through a single opening; 
in the latter case, pus is certain to accumulate in the abscess-cavity 
and to cause hectic fever and perhaps pyaemia—the only hope is to 
make a counter opening at the most dependent point of the abscess. 
The drainage tube should be passed into the abccss-cavity through the 
upper opening and then brought down through the lower one .—London 
Lancet , Aug. 27th, 1892. James E. Pilcher (U. S. Army). 

IV. Pancreatic Cyst—Laparotomy—Resection of Cyst 
and Suture to Abdominal Wall—Cure. By Dr. Tko.muktta, 
(Italy). A woman, thirty years of age, married and mother of two 
children, had had pain under the left costal arch, and had noticed a 
hard tumor of the size of an apple and painful on pressure in this lo¬ 
cality. At this time she was two months pregnant; she was delivered 
safely at term. The tumor grew very slowly after the confinement, 
but was not troublesome. The growth continued to increase until a 
little over a year from the time when it was first observed she applied 
for treatment. In the abdomen, a circumscribed swelling, extending 
from the left costal arch to the umbilicus could be made out. This 
tumor was smooth, round, and fluctuating. It was punctured for 
diagnostic purposes, and 400 grm. of a dense brownish fluid was re¬ 
moved. This fluid coagulated and contained a great many red cor¬ 
puscles, many clots of hamiatic pigments, a few white globules and 
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crystals of cholestcrin. On the supposition that it was a cyst con¬ 
necting with the spleen, operation was advised as soon as it filled up 
again. Four months later, just two years from the time when the 
tumor was fust noticed, she returned, and it was found that the growth 
was somewhat larger. 

The abdomen was opened by an incision reaching from the cos¬ 
tal arch to a few cm. below the umbilicus. The tumor was covered 
by the gastro-colic omentum. When this was pushed upwards the 
tumor was seen to run down towards the vertebral column, where it 
had a large attachment. The stomach was displaced upwards. The 
spleen was normal and was at the upper side of the cyst. 

In consequence of the retro-peritoneal position and the large at¬ 
tachment of the cyst enucleation was not attempted, but an incision 
was made to empty it of its contents', and the opening in the cyst was 
sewed to the margins of the abdominal incision. The internal surface 
of the cyst was very red, owing to a great number of blood vessels, 
and here and there elevations resembling fleshy nodules were noticed. 
About half of the cyst wall was removed before it was fastened in the 
abdominal wound. The dressing consisted in packing the cyst 
cavity with iodoform gauze. At first very large quantities of a secre¬ 
tion resembling plastic lymph were discharged from the wound, but 
the cavity gradually decreased in size and the amount of secretion 
lessened. When the patient left the hospital only a small fistulous 
opening remained, the skin about which, although it was reddened, 
did not present the excoriations and eczema described by Senn as 
usual in pancreatic cysts. Examination of the cyst wall, contents and 
fluid made the diagnosis clear. The removed portion of the wall con¬ 
sisted of a thick envelope of fibrous connective tissue covered inside 
with cylindrical cpithclia in several layers. Five months later this 
patient had a severe hemorrage from the sinus, but recovered from 
its effects in a short time.— Arch, ed Atti della Societa Hal. di Chirurgia, 
1892. 

V. Splenectomy, for a floating hypertrophied Spleen. 
By Dr. Turretta, (Italy). A woman, twenty-six years of age, had 
had troublesome symptoms for three years and had an enlarged spleen. 
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The red blood corpuscles were in the proper proportions and there 
were no plasinodiaj of malaria present. When the tumor was exposed 
it was found to have a pedicle much shorter than was anticipated, and 
both the stomach and the pancreas moved with it. The pedicle meas¬ 
ured 7 cm. and it was divided in five bundles, and cut off 2 cm. above 
the ligature. A remittent fever set in three days after the operation 
and persisted for two months, and a swelling was soon noticed near 
the pedicle. Forty days after the operation this swelling was almost 
gone, but the patient’s general condition being so much worse, ten 
days later an incision was made in the left lumbar region down to the 
peri-renal tissue. The kidney was in a slightly lower position than 
usual, but there was nothing else to indicate an encysted intra-perito- 
ncal abscess, so the wound was sutured. 

The patient promptly recovered from this operation and all the 
other symptoms, and a year following the operation was in excellent 
health.— Arch, ed Atti della Sociela Ilal. di Chintrgta, 1892. 

VI. Gastro-duodenal Resection. By Dk. Durante, (Italy). 
A woman, thirty-six years of age, suffered from pain and a swelling in 
the median line 7 cm. from the umbilicus for six months. The 
symptoms pointing to cancer of the stomach, the abdomen was. 
opened and there was at once evident a tumor directly below the left 
lobe of the liver on the pyloric end of the stomach. It was not 
adherent to any of the surrounding organs, but the stomach and the 
tippet end of the duodenum alone were involved. 

The stomach having been ligated above the tumor and the 
duodenum below, it was removed; the excised portion included 
about one-third of the former and a piece of the latter organ. 

The mucous membrane of the stomach was cleansed and disin¬ 
fected with boracic acid. The incision of the duodenum was 
transverse, of the stomach oblique and that portion of the gastric 
incision near the greater curvature was sutured until the lumen of the 
orifice corresponded to that of the duodenum. 

Billroth’s method of suturing the intestinal and gastric walls was 
employed. Two indurated and enlarged glands were removed from 
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the mesentery and the abdominal wound was closed. Occlusion 
treatment. Partial nutrition by mouth resumed on the third day. 
The portion of the stomach removed was in the form of a truncated 
cone with a curved axis, its upper part measured 3 cm., its lower 12. 
'fhe tumor began at the pyloric sphincter. Radical cure of this case 
is considered problematical, although in spite of its difficulty in such 
cases, it is still possible. In those exceptional cases where the pylorus 
is free from adhesions, gastro-duodenal resection offers a faint prob¬ 
ability of a radical cure. In the next case where resection is im¬ 
practicable, it is intended to make a large communication between 
the stomach and duodenum across the cancerous mass.— Arch, cd AM 
della Sac. Hal. di Chirlogin. 


VII. Laparotomy for Colicystorraphy and Enteror- 
raphy of gun-shot wound. By Dr. Sorce (Italy). A young 
man twenty-two years old attempted suicide by shooting himself in 
the right hypochondrium. A transverse incision was made Irom the 
wound 9 cm. in length running towards the median line and another 
incision was continued along this line downwards for 12 cm. making 
a flap of the shape of a large 7. It was at once noticed that the 
gall-bladder had been injured as there was a large effusion of bile and 
a longitudinal wound was found on the antero-inferior segment caused 
by the projectile grazing the distended viscus. On one side of the 
skin was a slight destruction of the mucous membrane. This wound 
was temporarily closed by a pair of forceps and the bile that bad 
already escaped was wiped out with material impregnated with warm 
sublimate solution. The wound was then sutured with four Lcmbcrl 
sutures, and covered with gauze while the intestine was examined. 
In a loop near the gall-bladder two other wounds were discovered and 
closed by suture. They were evidently entering and escaping 
orifices andwere five to six cm. apart. The intestine being empty 
and the wounds small, "yk mm., there was no escape of intestinal 
contents so far as could be observed, but the abdomen was 
irrigated with a 1-5000 sublimate solution. Guided by the 
direction of the wound the left side of the vertebral column was 
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searched for the projectile and it was found in the internal fossa 
iliaca. The operation lasted two hours and the patient was dis¬ 
charged on the fourteenth day cured.— Arch, ed Alti della Socicia 
Ilal. di Chirurgia, 1892. 

VIII. Case of Enterostenosis from Cirrhotic Mesen¬ 
tery. By Dr. ISion'di (Italy). A woman, thirty-one years of age, 
was confined against her will in a convent, living a monotonous and 
sedentary life. She became badly constipated, having a movement 
only once in three days, and was obliged to have recourse to clysters, 
laxatives and finally to castor oil combined with croton oil. She 
became emaciated, weak and was obliged to remain in bed complain¬ 
ing of dull pain in the left epigastric region. She was treated with 
narcotics, massage, electricity, etc., without result. Intestinal loops 
only partially distended are often delineated across the thin abdominal 
walls. A small tumor when there had been no movement of the 
bowels could be made out. A diagnosis of cicatricial adhesion near 
the left angle of the colon being made and other remedies proving 
useless and harmful, exploratory laparotomy was performed. The loop 
oT the transverse colon was found distended with gas, while the 
descending colon was empty. The intestinal tract was fixed by a 
short mesentery, the visceral peritoneum of the loop was opaque. 
There were small and easily detached adhesions along the free por¬ 
tion of the intestine. The involved intestine was freed from the sur¬ 
rounding adhesions by incision between two ligatures of a cirrhotic 
mass surrounding it. Bowels thoved spontaneously the following day 
and at the end of six months the patient was reported as perfectly 
well, having a regular daily passage from the bowels.— Arch, cd Alti 
della Societa Ilal. di Chirurgia, 1892. 

Samuel Lloyd (New York). 

IX. A New Method of Excising the Upper Por¬ 
tion of the Rectum and the Lower Segment of the Sig¬ 
moid Flexure of the Colon. By II. W. Maunsell (Dunedin, 
New Zealand). After preparing the patient by feeding with small 
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quantities of farinaceous food and beef tea for a few days previously, 
and irrigating the stomach and lower part of the rectum night and 
morning with hot water and salt (Jss—Oj), the lower portion of the 
rectum and anus below the carcinoma is cautiously dilated with a 
small Ilarnes’s bag or bivalve vaginal speculum, well greased with 
iodoform ointment. The patient is kept in bed and the surface of 
the abdomen and perineum rendered thoroughly aseptic with nail¬ 
brush, soft soap, shavingand bichloride solution; the limbs and upper 
part of the chest arc covered with wadding and the patient placed 
upon a portable rubber operating mattress, devised by the author. 
When anesthetized, the patient is placed in the lithotomy position. 
The assistant surgeon sits at tne end of the operating table. He first 
divides the sphincter ani backwards toward the cocccyx with a straight, 
probe-pointed bistoury, and then passes a large bivalve vaginal spe¬ 
culum through the anus up to the cancer; the free division of the 
sphincter ani prevents the subsequent distension of the rectum with 
fcccs and the possible tearing out of the circumferential sutures. 
After completely emptying the bladder, a median abdominal incision 
is made down to the peritoneum from a point one inch above the 
umbilicus to the pubis. After controlling all hemorrhage, the peri¬ 
toneum is slit up to the size of the external opening. The edges of 
the wound are separated with a steel wire laparotomy speculum, and 
the diaphragmatic intestinal retractor, formed of a wire framework, 
4 inches wide and 7 or 8 inches long—in a shape similar to that of a 
cross-section of the abdominal cavity—covered with 2 or 3 layers of 
aseptic gauze, is placed in the abdominal cavity; with a long handled, 
slightly curved needle, with the eye at the point, two thick silk sutures 
attached to the lower corners of the wire frame are passed out through 
the abdominal walls on cither side, immediately above the crest of the 
ilium and 2 or 3 inches external to the outer border of the quadratus 
lumbormn. The portion of the gut to be operated upon is then iso¬ 
lated and the rest of the intestines are lifted out of the pelvis and 
tucked securely above the lower rim of the wire frame; the sutures 
are made taut and fastened to the laparotomy speculum. The dia¬ 
phragm keeps the intestines warm and well upward and backyard out 
of the pelvis and gives the operator an unobstructed view of all the 
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pelvic organs. If there is a faecal accumulation above the cancerous 
stenosis, it is gently pressed back into the colon with the fingers and 
thumb; this manoeuvre greatly facilitates the subsequent artificial in¬ 
vagination of the diseased segment of gut. 

With a long packing needle, a piece ol broad tape is passed 
through the proximal side of the cancer, first on one side and then on 
the other ; the assistant then drags the ends of the tape out through 
the speculum with a sequestrum forceps ; the broad loop of tape now 
lies across the proximal side of the diseased segment of gut. A small 
incision with a tenotomy knife is made through the entire thickness 
of the peritoneal fold between the rectum and the bladder and bladder 
or the rectum and uterus in the female. The upper part of the rec¬ 
tum, held between the finger and the thumb of the left hand, is drawn 
out from the sacrum so as to render ;its peritoneal attachments taut. 

A pair of long probe-pointed angularly curved scissors is then passed 
into the opening made with the tenotomy knife and the peritoneal 
attachment of the rectum is completely divided, first on the left side 
and then on the right; during the division of the lateral reflexions of 
the peritoneum it is imperatively necessary to keep the probe point of 
the lower blade of the scissors pressed well upward and outward from 
the median line of the gut against its inner surface; only in this way 
is it possible to divide the peritoneal duplicature, which forms the 
meso-rectum, without injury to the vessels, nerves and lymphatics of 
the rectum. If the lower portion of the rectum is sufficiently dilated 
with the speculum, there is now no anatomical impediment to the in¬ 
vagination and complete prolapse of the upper three-fourths of the 
rectum out through the anus ; one or two vessels may accidentally be 
injured but they can easily be dealt with in the usual way and the 
loose cellular tissue offers no resistance. No more of the peritoneal 
reflexion should be divided than is absolutely necessary to permit of 
the invagination out through the anus. 

Complete collapse of the bladder having again been assured, the 
prolapsed bowel is washed with warm very dilute bichloride solution 
and a small incision made with a tenotomy knile through the entire 
thickness of the returning or middle layer of the intussusception and 
as near its apex as the disease will safely permit; the probe-pointed 
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angularly-curved peritoneal scissors arc passed in through the opening 
made with the tenotomy knife, the prolapse being cut all around so as 
to completely free the entering or inner layer. This is now pulled 
down with a vulsellum forceps until all the diseased port ion appears 
completely outside or below the cut border of the returning or middle 
layer. The inner and middle layers of the intussusception, about an 
inch above the disease, arc transfixed with two fine long straight 
needles armed with chromic gut. 

The entering or inner layer is now amputated a full half inch 
above the cancerous mass. Transfixing with long needles the entering 
and returning layers of the intussusception previous to amputation of 
the cancer prevents it from (lying back inside, and insures the proper 
relative position of the different layers of the bowel before sewing 
them up. The cancerous mass having been amputated, the needles 
are passed through and the sutures picked up in the middle of the in- 
vaginated bowel, divided and tied on both sides; the ci\ds of the 
four sutures left long, so that an assistant can hold the cut ends of 
the bowel in position until it is plugged with absorbent wool previous 
to completely suturing it circumferentially. Twelve passages of a 
long straight needle through both sides of the gut as above described 
suffice for the introduction of 24 sutures, which are generally suffic¬ 
ient; nearly half an inch of the entire thickness of the coats of the 
gut should be included in each suture. 

Before cutting off the four long sutures, the plug of absorbent 
wool is removed, the wire intestinal retractor loosened and a long 
tube is passed up the colon, which is thoroughly washed out with hot 
boracic or salicylic lotion; all hardened fieces arc assisted down the 
colon by the fingers and thumb within the abdomen. The sutured 
ends ol the bowel are dried with absorbent wool and painted over 
with Woeflcr’s mixture of alcohol, glycerine and colophony. The 
whole of the prolapse is now dusted with iodoform and amorphous 
boracic acid and the bowel gently returned; the return of the cir¬ 
cumferentially sutured bowel is facilitated by slight pressure from 
below and gentle traction from above. The rectal peritoneal reflexion 
which was divided is now sewn up with a few interrupted sutures to 
prevent any subsequent prolapse of the gut. The laparotomy speculum 
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and the intestinal retractor are next removed and the median 
abdominal wound closed. The operation demands, in addition to 
the anaesthetist, a good assistant to keep in the invagination of the 
diseased segment of gut through the speculum, since, from aseptic 
considerations, the laparotomist should leave this part of the operation 
to another. 

The author considers the operation especially applicable to the 
following conditions: 

1. Cancers of the upper two-thirds of the rectum and the lower 
segment of the sigmoid flexure of the colon. 

2. Tertiary syphilitic ulcerations of the middle and upper por¬ 
tions of the rectum, not amenable to medicinal treatment. 

3. Procidentia recti, not amenable to medicinal treatment. 

4. Congenital absence of the anus and lower portion of the 
rectum. In a case of this kind, where careful dissection in the mid- 
perineum fails to discover the gut, instead of making a lumbar or in¬ 
guinal anus, the surgeon should find the end of this bowel by median 
section and draw it down to the proper location by the method given 
here .—London Lancet, Aug. 27, 1892. 

James E. Pilcher (U. S. Army). 


GENITO URINARY ORGANS. 

Hsematuria from a subcutaneous laceration of the 
left Kidney, Nephrectomy. By Dr. Sorge. Although this 
patient had been struck by the lever of a press over the region ol the 
left kidney, and had haimaturia, there was no ccchymosis nor other 
external indication of an injury. He did not improve under any 
method of treatment, so an incision was made along and a little in 
front of the angulo-scapular line from the 12th rib to the iliac crest. 
(12 cm.) 

The adipose capsule of the kidney was markedly ecchymotic 
and the renal pelvis was full of blood. A ligature was applied below the 
pelvis', and the long ends were used to make a slight traction so as to 
pass another ligature lower down. A third was then applied in the same 
manner, and the pedicle was cut above the first ligature, leaving all 
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these intact and thus making sure that no secondary hemorrhage could 
rcsidt. The upper half of the wound was sutured, the lower half 
packed with iodoform gauze. The long ends of the ligatures were 
left, carefully protected against traction, in the lower angle of the 
wound. The quantity of urine passed during the first day varied 
between 600-S00 gms. There was a slight rise of temperature for 
twelve days. The ligatures fell off on the twenty-second day, and 
the patient was discharged on the sixty-fifth day after the operation ; 
a year afterwards he was in good health. 

The removed kidney was of normal shape and size, and presented 
on its surface large ecchymotic spots without any laceration. No 
capsular nor peritoneal effusions. The renal pelvis being filled with 
blood confirmed the supposition that the lesion was internal. On 
dividing the organ into halves the lesion was immediately discovered, 
and consisted of a hazel nut-sized cavity, filled with a blood clot, a 
little above and to the side of one of the renal calices.— Archiv. ed 
Atti della Socicta /la/, di Chirurgia. 

Samubi. I.i.ovn (New York). 


ABSCESSES. 

I. Amoebae in an Abscess of the Jaw. By Dr. Simon 
Flf.xnf.r (Baltimore). The writer prefaces his own case by an abstract 
account of a case, reported by Nasse in the Archiv filr klinischc Chir- 
urgie, ltd. 42, p. 40, in which amoebic were found in large numbers in 
the gangrenous tissues around the external incisions that had been 
made for the relief of an abscess of the liver. The present case 
occurred in the Johns Hopkins Hospital, and was in the person of a 
male, 62 years old, in whom there had gradually developed an exten¬ 
sive brawny swelling in the floor of the mouth occupying the entire 
space included within the arch of the inferior maxillary bone. This 
was connected with a limited necrosis of the alveolar process of this 
bone. Upon incision a large thick-walled abscess cavity was exposed. 
Microscopical examination of the pus evacuated showed at once a 
large number and variety of bacteria, and in a fresh and untreated 
specimen of the pus many actively motile bacteria were observed. 
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In such a fresh specimen were found, mixed with the pus cells, detritus 
and red blood corpuscles, larger cells possessing the power of altering 
their forms. Closer observation soon led to the conclusion that 
these bodies were not tissue elements, and they were recognized as 
amoeba:. 

In the fluid portion of the pus these amoeba: were fewer in num¬ 
ber than in the opaque flakes mentioned above, and while some fields 
of the microscope (l.citz, No. 7 objective and No. 3 eyepiece) did not 
contain any, others showed several in each field. In striking contrast 
to this picture was that furnished by the examination of the flakes, 
liy gently teasing these out in normal salt solution, a surprisingly large 
number of amoeba: were found. Every field showed one, and most 
fields several. After having once been seen they could easily be recog¬ 
nized among the other cells, even after they became round and ceased 
to exhibit motility. They were much larger and possessed a different 
refraction than the pus cells. Their contents, too, were totally differ¬ 
ent from the granular and fatty material enclosed by the leucocytes, 
and they much exceeded the latter in size. These flakes of white tissue 
evidently consisted of necrotic and detached pieces derived from the 
walls of the abscess, and it would appear as if they were permeated by 
leucocytes and amoeba:. 

The characters of the amatbre present in the pus of this abscess 
and in larger numbers in the necrotic material found in the pus, 
resembled in so many respects those of the amoeba: dyscntcria: first de¬ 
scribed by Losch and since by many others, that the author does not 
think that by means of any criteria we now possess, would it be pos¬ 
sible to distinguish between the latter and those found in the abscess 
just described. * 

It is to be regretted that no opportunity was afforded for the 
study of the relation of the amoeba: to the tissues. . The favorable pro¬ 
gress of the case entirely precluded this being done. In the absence 
of that important criterion as to the relation between the amoeba: and 
the pathological process, only their presence can be positively asserted, 
and the fact brought out by Nasse's case that amoeba: can enter the 
subcutaneous tissue and be associated with at least suppurative 
changes.— Johns Hopkins Hospital Bulletin , September, 1892. 
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BONES—JOINTS--ORTHOPAEDIC. 

I. Billroth’s Operative Treatment of Severe Cases of 
Tuberculosis of Bones and Joints. By Dr. F. Krause. Krause ad¬ 
vocates very strongly Billroth's method of dealing with tuberculous 
cavities by filling them, immediately following operation, with 
iodoform glycerin, doling them hermetically, tuberculous tissue 
being previously removed as thoroughly as possible with Volkman’s 
sharp spoon, and the knife, lie claims that used jn this way the 
iodoform exerts its full and complete effect. In open tuberculous 
tissue the iodoform is practically without effect, owing to the oxygen 
of the air. In cases of previously opened cavities, fistulas being 
present, germs of other kinds arc found in the cavity. Under these 
circumstances before the hermetic sealing of the wound, tampons are 
used for 6 or 8 days; the tampons are then carefully loosened in 
order to avoid hemorrhage, iodoform glycerin is now injected, after 
which the wound is closed. K. especially warns against vigorous 
sponging of the wound whereby tuberculous granulations may be 
forced into newly opened recesses, irrigations with sterilized physiolo¬ 
gical solution of sodium chloride are recommended instead.— Dcutsch. 
Med. Woehensehr., 1892. No. 9. 


II. Operative Treatment of Congenital Luxation of 
the Hip. By Prof. A. Lorenz (Vienna). L.’s employment of 
Iloffa's procedure led him to devise an improved method, the former 
not fulfilling all of the indications. Chief among the difficulties 
encountered was that found in retaining the head of the femur in the 
new acetabulum. Contrary to the statements made by Hoffa, the 
pelvi trochanterii muscles were not found to be the principal factors 
in preventing reduction. Experiments made by L. demonstrated 
that the muscles inserted in the tuber ischii and anterior superior 
spine of the ilium are shortened and therefore form a barrier to 
reduction. He therefore, preliminarily to the formation of an 
acetabulum and final reposition, biings the femoral head to the position 
which it is to ultimately occupy. This reduction is to be accom¬ 
plished by myotomy of adductors, as well as the muscles attached to 
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the tuber ischii and anterior superior iliac spine: the pelvi trochan- 
tcrii arc to be left intact. He operates as follows: Powerful exten - 
sion being made by an assistant; division of the adductors and 
separation of the muscles attached to the tuber ischii is accomplished 
through the same incision; the latter muscles appear as a thick 
stretched cord. Extension being continued an incision 6 or 7 cm. 
long is made from the anterior superior spine of the ilium directly 
downwards. The wound edges are separated from each other, and 
the deep fascia including the tensor vaginae femoris, anterior edges of 
the gluteus medius and sartorius are divided transversely; the dis¬ 
section now reaches the space between the sartorius and tensor. The 
tendon of the rectus femoris is now separated below the anterior 
inferior spine. The anterior capsule of the joint is now bared and 
the Iread of the femur identified by the finger, resting in a position 
opposite the site of the acetabulum. The capsule is opened by a 
crucial incision. The extending force is now relaxed and the aceta¬ 
bular region exposed, the manipulations needed to accomplish this, 
which arc performed by the assistant, consisting of flexion, adduction, 
and forcing the limb in an upward direction. It is very important at 
this stage to separate all individual stretched portions of the capsular 
structures from the anterior side of the neck of the femur This is 
accomplished by a probe formed knife introduced along the index 
finger as a guide. The acetabular region being now accessible, 
HolTa's bayonet spoon is used to deepen the cavity, care being taken 
not to injure surrounding important structures. It will now be found, 
if all restraining forces have been properly dealt with, the head of the 
femur can be placed in the cavity with but slight force. The centre 
of the skin wound is left open, catgut sutures being placed above 
and below. The limb is dressed and fixed in a position of slight 
abduction. 

Four successful cases are reported; one of these was a fifteen-year 
old girl. 

The suggestion is made that an analogous procedure be em¬ 
ployed in old luxations of the femur. A posterior incision would, 
however, be necessary.— Centralbl.f. Chirg., August, 1892. 

George Ryerson Fowler (Drooklyc). 
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GYNECOLOGICAL. 

I. Pelvic Suppuration. By Dr. Paul Second (Paris). The 
classification of pelvic suppurations should comprise all pathological 
conditions characterized by the presence of pus in the pelvis of women, 
and it is especially important to distinguish between secondary and 
primary suppurations. The latter correspond to the properly called 
peri-uterine collections. They have for their point of origin an 
inflammatory process seated either in the appendages, or in the peri¬ 
uterine cellular tissue, and the classification based upon the intra or 
extra peritoneal localization of the pus agrees with this condition abso¬ 
lutely. It is to collections of this nature that one should exclusively 
reserve the name of pelvic suppurations, properly called. He would 
make an exception only in favor of suppurative haimatoccle, of which 
the diagnosis is sometimes so very difficult that it is almost impossible 
to tell whether the suppuration is primary or consecutive to an effusion 
of blood. 

All other conditions are the purulent collections which develop 
inside or around a pre-existing tumor. If certain rare cases of suppu¬ 
rating cysts of the broad ligament—which it is perhaps advantageous 
to treat by simple incision—are excepted, as well as certain secondary 
purulent collections, which it is sometimes prudent to evacuate before 
the removal of the tumor accompanying them is undertaken, one may 
say, as a general thing, that in the cases of women afflicted at the 
same time with suppuration and abdominal tumor, laparotomy is the 
operation of choice. 

Nevertheless, Scgond has shown that in this first group of cases, as 
well as in true pelvic suppuration, vaginal hysterectomy may be 
strongly indicated, and may render brilliant service. This docs not 
apply merely to the cases of uterine cancer complicated by pelvic sup¬ 
puration where it is understood that vaginal hysterectomy is the only 
operation that is expedient. What he wishes to establish is, that this 
operation is frequently the best when suppuration is present in women 
with large fibromata; the volume of these tumors, however, should not 
be excessive, and the superior limit of the uterus, or the fibroma, 
should not be higher than the level of the umbilicus. 
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In the treatment of true pelvic suppuration, in the first place the 
serious interventions, such as laparotomy or hysterectomy, should be 
scrupulously reserved for the women in whom conservative methods 
are manifestly impracticable, cither when one has exhausted all the 
resources, or when the urgency of the case does not admit of any 
temporizing. An effort should be made to avoid these methods, and 
in doing this the salutary influence of a well-directed uterine thera- 
peusis should be insisted upon. Dolcris says very justly, and Scgond 
agrees with him fully, that the main preventives are vaginal antisepsis, 
curretting, wide dilatation and uterine drainage. There is no doubt 
that by skillful management the number of justifiable major operations 
can be much diminished. 

Segond advocates Valton's methods of treatment at the initial 
period of a pyo-salpingitis where the tumor is small, when there is no 
imminent danger, and especially when there is any doubt about the 
contents of the pocket, which is not rare. But that is all that can be 
said for the method, and it would be dangerous to generalize any more. 
Briefly, the indications are exceptional in the treatment of pelvic 
suppurations, and, although the peri-uterine disorders may be slight, it 
is often more prudent at the beginning to make a direct surgical 
onslaught than to risk a preliminary curretting. 

Surgical interference is necessary whenever there is any pus found 
about the uterus. Two methods may be detailed: one to simply 
evacuate the pus; the other, more radical, consists in the evacuation 
and the more or less complete removal of the scat of the disease. 

The indications for the first method arc very clear in particular 
cases—that is, when the pus has approached an accessible point cither 
near the abdominal wall or the vaginal cul-de-sac, there is no choice 
in regard to the intervention. It is essential first to incise and drain, 
leaving until later the removal of the causal lesion. 

It is not difficult to judge of the intrinsic value of the different 
proceedings for reaching pus in the pelvis. The methods are numerous, 
and without mentioning simple puncture, which should be discouraged 
here as in other circumstances, we have to judge of the different 
methods of incision, according as they proceed through the vaginal, 
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the rectal, sacro-coccygeal, perineal, inguino-sub-pcritoneal or parietal 
wall, 

The indication for parietal incision is simply to evacuate the pus 
at the place where it points. A pelvic collection should be treated 
like a common abscess. The evacuation of a pelvic abscess through 
the rectal wall is bad surgery. As for the sacro-coccygeal and the 
perineal methods, which have lately been advanced, it may be wise to 
suspend judgment. It is doubtful whether they will ever be as valu¬ 
able as laparotomy or operation through the vagina. 

The only two methods of value are the sub-peritoneal incision in 
the inguinal region and the incision through the vaginal wall. 

The only advisable vaginal incision is that which evacuates the pus 
without opening the peritoneum, as in true pelvic abscess and adherent 
pyosalpinx. 

Laparotomy and hysterectomy are in the majority of cases the 
best treatment for suppurations. 

Hysterectomy has gained in favor, and is unquestionably indicated 
in all cases of pelvic suppuration after laparotomy, and in suppurative 
pelvic peritonitis surrounding the uterus, with extensive adhesions and 
multiple pus pockets. 

It is indicated in all cases of pelvic suppuration, which are now 
treated by laparotomy and removal of the bilateral appendages. 

The three considerations upon which these views are based are the 
little danger, the superior efficacy, and the absence of a scar. Segond 
has operated 92 times, 8 deaths. 

The indications for hysterectomy are the same as those for 
removal of the uterine appendages. Laparotomy should be given the 
preference whenever the diagnosis of the bilaterality of the conditions 
seems doubtful .—Annates tie Gynicologic et </' Obslihique, October, 
1892. 

II. A New Method of Cure for Irreducible Chronic In¬ 
version of the Uterus. By Dr. D’Antona (Italy). In a case 
where nothing seemed available except removal, the author hasiuc- 
cceded in restoring the uterus to its normal position and function by 
laparotomy. Even then it was impossible to overcome the inversion 
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until an incision was made through the cervical ring dividing the 
double uterine walls through their whole length. An assistant then 
inserted his hand into the vagina and pushed the uterus upwards, the 
gap made by the incision being lacerated and enlarged until the 
vaginal insertion was partly destroyed and the livid fundus passed be¬ 
tween the lips of the wound. The continued firm pressure of the two 
thumbs against the uterus while the other fingers kept the ring on the 
stretch finally upset the fundus. The upper angle of the uterine 
wound was lacerated during the manipulation. There was but little 
loss of blood and as soon as it was controlled the wounds were closed 
by catgut. The right ovary which was cystic was removed and the 
anterior surface of the uterus was attached to the abdominal wall. The 
result was a complete cure .—Archivio e<l Alii della Sac. dial, di 
Cliinirgiil. 1892. 

SAMUKI. I.l.oVI> (New York). 

III. Extirpation of the Uterus for Prolapse Combined 
with Plastic Operations. Ily l)u. A. Martin (Berlin). In 
cases of extreme prolapse, M. removed the uterus and then performed 
colporrhaphy. He was induced to make use of this combination by 
the following condition : The uterus was attached by adhesions in its 
prolapsed state and was lying fixed beneath the bladder in the position 
of either retroflexion or anteflexion ; the bladder had become exten¬ 
sively attached to the corpus uteri, the bladder and rectum being like¬ 
wise attached to each other by firm adhesions. Further, extirpation 
of the uterus is indicated if this organ, with the great mass of its 
enlarged cervix lies outside of the genitals, the body having become 
adherent to the posterior pelvic wall. Finally, extirpation is justifiable 
in cases in which repeated colporrhaphies are unsuccessful. After 
removal of the uterus the wound in the pelvic roof being sutured, 
anterior and posterior colporrhaphy after M’s. own method was per¬ 
formed in some instances; in others, Ilegar's method was followed. 
In our instance the plastic perineal flap was employed. In twenty-two 
women operated upon in this manner one death followed. This was 
attributed to pulmonary embolism occurring on the sixteenth day. 

Berlin klin. IVochenschr., 1891, No. 45. 

Gkorgk Rykrson Fowler (Brooklyn). 
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IV. On the Relative Merits of Vaginal Hysterectomy 
and Supravaginal Amputation, by Electro-cautery in the 
Treatment of Uterine Cancer, lly Dr. John Byrne (Brooklyn). 
In his address as President of the American Gynecological Society at 
its session in September, 1892, Dr. Byrne, after analysing the pub¬ 
lished statistics of vaginal hysterectomy for uterine cancer, formulates 
his conclusions as follows: 

1. The ambiguous manner in which the statistical tables of 
vaginal hysterectomy have been constructed is so misleading and 
in some instances so suggestive of erroneous inferences, as to render 
their compilers open to a charge of sttppressio veri or snggcsiio falsi. 

2. Any operation known to be attended or followed by an aver¬ 
age primary mortality of over fourteen per cent, in the hands of the 
most experienced surgeons, is a grave and a dangerous one, and 
demands for its justification a large percentage of permanent cures. 

3. 'I'he frequency and rapidity with which recurrence takes place 
after vaginal hysterectomy for cancer, even when the disease has 
appeared to be limited and circumscribed, prove conclusively that it 
can lay no just claim to this essential feature. 

4. As the average period of life in cancer of the uterus, when not 
operated upon, is not less than two years, but often more, suffering 
has not been lessened but aggravated, and life has not been prolonged, 
but shortened, in the vast majority of all cases thus far subjected to 
vaginal hysterectomy. 

5. As in twenty-eight cases of vaginal hysterectomy for cancer 
of the fundus at the Berlin Klinik, no less than seven died from 
recurrence within twelve months, the grounds on which some have 
conceded to this operation even a limited field are inconsistent with 
facts, and therefore not tenable. 

6. As the operation is, in many respects, more dangerous than 
the disease for which it is undertaken, and, as the majority of all 
patients afflicted with uterine cancer would live longer without than 
with it, it is not safe nor a useful operation and as such is unjustifiable. 

7. On several occasions during the past twenty years, and more 
particularly in a paper read before this society three years ago, ample 
and convincing proof, clinical and statistical, was presented, as to the 
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claims and unique characteristics of the electric cautery in the treat¬ 
ment of uterine cancer, and further observation has been more than 
confirmatory of opinions then advanced. 

« 8. Amputation of a cancerous cervix by the cautery knife is free 

from danger, a safeguard against all infection, traumatic or septic, 
and, what is of still greater importance, it is destructive to latent can¬ 
cer-cell proliferation in tissues far beyond the line of incision ; hence, 
much more is comprised in the operation than the mere removal of a 
part or parts more actively involved in the work of destruction. 

9. Any method of operating for which advantages so vital and 
so far-reaching can be claimed and established, and which thus dis¬ 
tinguished it from all others, renders its adoption on the part of those 
who undertake to operate for cancer of the uterus no less than a moral 
obligation.—Proceedings Amer. Gynecol. Society, 1892. 



